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Chairman 


1. Good afternoon, Ladies and Gentlemen. One of 
our witnesses appears to be missing, but I intend to 
start our meeting because we have a great deal of 
ground to cover over the next hour or so. This is the 
fourth occasion on which the Health Select 
Committee has taken evidence on London’s health 
services since Professor Tomlinson published his 
report. I have the greatest pleasure to welcome on 
behalf of the Committee the Rt Hon Mrs Virginia 
Bottomley, Secretary of State for Health, the Rt Hon 
Dr Brian Mawhinney, Minister of State, Department 
of Health, and I am hoping, in due course, to 
welcome Mr Bob Nicholls who is the Executive 
Director of the London Implementation Group. We 
are very pleased to see you here this afternoon. I 
know that we have many questions to put to you, 
Secretary of State, and to your colleagues. I remind 
Members of the Committee and our witnesses, if I 
may, that we should like to keep the questions and 
answers as short as possible because there are so 
many aspects of this issue that we would like to cover 
during the afternoon. I ask you to co-operate so that 
we can cover as much as possible. Secretary of State, 
I should like to put the first question to you. Can you 
tell the Committee what progress has been made in 
implementing the recommendations set out in 
Making London Better since last you gave evidence 
on this subject in March 1993? What do you see as the 
difficult tasks which still lie ahead? 

(Mrs Bottomley) Thank you very much. When we 
announced Making London Better we said that our 
overall objectives were to improve the quality of 
patient care for Londoners, to improve the family 
doctor and other community-based health services, 
to ensure that hospital services respond to the 
changing demands of patients and to ensure that 
changes in medical practice, such as the growth of 
day surgery, are accommodated, to ensure that the 
high costs of overheads in London hospitals are 
progressively addressed and, importantly, to 
preserve and enhance London’s reputation as a 
centre of excellence in treatment, in teaching and in 
research. I believe that over the past year we have 
made very substantial progress on all those matters. 


Notably there has been a substantial further 
investment in primary health care, £43.5 million, 
with something like 100 projects across London, to 
redress the balance towards primary care. This year 
we have been able to announce £85 million for 
primary care and even more initiatives, a further £24 
million to go to voluntary organisations, to develop 
alternatives to hospital care and more community 
projects. In addition now all of the London hospitals 
except for two special health authorities and a 
number of other directly-managed units, will become 
NHS trusts. There has been a profound change 
towards the establishment of trusts, with the 
completion of the purchaser-provider division within 
London. More specifically, the decision to bring 
together the Royal London, St Bartholomew’s and 
the London Chest Hospital as a single trust, gives 
them a strategic direction on the basis of which they 
can build for the future. The future of University 
College Hospital, a great national and international 
centre of excellence, is safeguarded. The strategic 
direction is clear for Guy’s and St Thomas’s and a 
number of the specialist services are able to plan for 
the future, for example, the neurosciences going to 
Denmark Hill. Other hospitals have been affected by 
the changes. A £25 million development at the 
Homerton hospital will enable them to service a large 
local population. St Mark’s is to move to Northwick 
Park and there is to be a very substantial investment 
in the London Ambulance Service. We have always 
said that a good quality ambulance service was 
fundamental to meeting the basic needs of 
Londoners, and similarly that we had to invest in 
primary care before we took forward the changes in 
secondary care. We have made good progress in 
establishing a clearing house for the staff who will 
inevitably be involved and, lastly—the point 
identified in our objectives of enhancing London’s 
position as a centre of medical research and 
teaching—we are making good progress on the 
establishment of the multi-faculty medical schools. 
There is progress with Guy’s and St Thomas’ coming 
together with King’s, there is progress with the Royal 
Free coming together with UC Middlesex, there is 
progress with the Royal London and St 
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Bartholomew’s coming together with Queen Mary 
College. St Mary’s and Imperial College are 
advancing towards the Charing Cross and 
Westminster Medical Schools. We are making rapid 
progress towards achieving all the objectives we set 
out. You asked me to describe the way ahead, 
Chairman. I recognise that change is enormously 
difficult. People have a great attachment to their 
institutions, great loyalties to hospitals. We had the 
other day the example of the City churches planning 
to close two-thirds of their churches because the 
population had moved away. Hospitals and medical 
schools are very much more complex and we 
recognise that setting the strategic direction is 
important, but increasingly it will be for the district 
health authorities as purchasers to make their own 
decisions about how they can champion the cause of 
local residents and ensure they have ever higher 
standards of care for their patients and achieve better 
value for money which is more equitable with the rest 
of the country. 


2. Can I just touch on the impact of the 
Government’s programme of change outside central 
London? First, do you envisage that the post- 
Tomlinson rationalisation of accident and 
emergency services in central London will be 
followed by a similar rationalisation in outer London 
and the rest of the country? 

(Mrs Bottomley) In many parts of the country— 
not only in this country, but frankly in every country 
worldwide—they are facing comparable processes of 
change where the traditional hospital-based health 
care is giving way to a view that patients should be 
treated in the community by family doctors in a more 
appropriate fashion. There is a traditional pattern 
whereby the hospital in the inner city areas was 
somehow perceived as the centre of health care and 
was identified as being the provider of health care 
with its accident and emergency department which in 
many ways fulfilled the function of the general 
practitioner in rural communities. There will, I 
believe, be a comparable process in other parts not 
only of our country but of every country. We have 
examined what is the significant factor which leads to 
a good outcome for an individual in a time of crisis; it 
is having a paramedic on the ambulance rather than 
someone being in the immediate location of the A&E 
department. So we have made this substantial 
investment, not only in London, where nearly £15 
million is being allocated to improve the fleet of 
ambulance and, above all, to improve the paramedics 
on the ambulances, but the process is nation wide. 
The situation in London is particularly complex in no 
small part because of the overlay of the medical 
schools and the universities. In Manchester, 
Birmingham and Newcastle, where there are 
comparable processes under way, there is one 
medical school and one university, so there is not 
quite the complexity. 


3. Further to your reply, is there likely to be a 
ripple effect spreading through Britain in terms of 
larger purchasing authorities and merged providers? 
Do you think Tomlinson will be a blueprint for the 
unpicking of community services from the acute 
services? 

(Mrs Bottomley) Tomlinson argued strongly that 
where the community services are attached to any 
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hospital which also serves as a teaching hospital, 
there is a real danger that the interests of the acute 
and the specialty services will dominate over the 
community aspects and that the community services 
budget will be seen almost as spare cash, as the 
reserve, rather than being dedicated as they should be 
to community services. We do not take an 
authoritarian view of this, and there are cases where 
having a combined trust has merit. One of the great 
strengths of the reformed health service is that it 
allows greater diversity and we can learn from the 
initiatives and configurations that demonstrate 
improved patient care. We can also learn from those 
that have not been as effective as we had hoped. We 
do not have a rigid approach. We want to evaluate as 
we go forward. 


Rey Martin Smyth 


4. We have been looking at Making London Better, 
but we also had the targets set for the Health of the 
Nation. Are you able to report the progress that has 
been made in London in reaching those targets? To 
what extent, for example, have your own policies in 
London contributed or otherwise to this? In 
particular, have any initiatives been undertaken with 
regard to disadvantaged groups, such as the 
homeless or ethnic minorities? 

(Mrs Bottomley) The purchasing authorities in 
London have taken the Health of the Nation strategy 
extremely seriously. I have been impressed in 
reviewing their plans to date by the detailed ways in 
which they have been trying to identify the needs of 
particular groups. For example, I can particularly 
commend the East London and City FHSA and 
Health Authority. They have done a great deal of 
work, whether on mental health initiatives, whether 
on coronary heart disease. They have an Eastender 
project focusing on prevalence and risk factors. They 
have established a health promotion commissioning 
team to look at the health promotion requirements. | 
Work in Tower Hamlets is taking place in 
neighbourhoods so that they can make sure that they 
really look at the specific needs of particular 
communities. They have a homelessness strategy. 
Again so does Camden and Islington Health 
Authority too. In many ways it was at their insistence 
that change should not only be embarked on but 
delivered. The Camden & Islington Community 
Health Services Trust will be providing increased 
mental health services in and around University 
College Hospital Middlesex. They have a 
community-based assessment of need for people 
living in the King’s Cross area. They are doing more 
on breast screening. They are opening an emergency 
primary care centre under the arches at King’s Cross. 
They have developed an advocacy scheme using five 
languages, and another scheme for the homeless. I 
could run through London—whether at Brent, at 
Ealing where they are using Sunrise Radio to ensure 
that people from the Asian community are involved 
in CHG stroke prevention. Again Merton, Sutton 
and Wandsworth are working with the Balham 
mosque on the provision of women’s health services, 
so there are numerous examples of the way 
purchasing authorities have taken to heart the 
Health of the Nation strategy and in practical ways 
are developing initiatives to meet those areas. 
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_ 5. That is particularly good, but you say those 
Initiative are as a result of your policies. How far have 
they advanced in reaching the targets set by the 
Health of the Nation? 

(Mrs Bottomley) It has not been possible yet to 
measure change in terms of outcomes because many 
of the programmes are prevention programmes. 
They are encouraging people to come forward for 
screening in the primary care programmes. But what 
the purchasers would argue very strongly is that now 
they are freed from being dominated by the interests 
of whatever large hospital it was that was within their 
area, they are able to develop a strategic overview to 
assess the health needs of the local community and 
really invest in services to deliver that. We will 
progressively be asking them to give an account, to 
evaluate the effects of that programme. But in terms 
of projects established, whether using our extra £45 
million or using the extra money to the voluntary 
sector, there has been a formidable amount of effort 
and investment. 


6. Have we advanced with information technology 
that will allow quicker assessments of results, in so 
far as in earlier inquiries we discovered that it was at 
least four or five years behind the schedule for the 
health service figures and we were making plans on 
things which were already four or five years out of 
date? Are we moving down the road to having 
quicker evaluation so that changes can be made more 
quickly and more effectively? 

(Mrs Bottomley) Very much. The health 
authorities have to publish their purchasing plan 
each year. They have to assess the need of the local 
community and draw up plans. To do that they must 
have discussions with the local authority, with the 
community health council and with others in the 
community who should also be participating in that 
process. Then, of course, the district each year will 
formally give an account of the progress they have 
made to the region. There is a formal management 
process where they will be asked to specify the targets 
they are seeking to reach, and then give an account of 
the extent to which they have reached them. I hope 
that if I am able to return to you ina year’s time I will 
be able to give you practical examples of the way 
health authorities have set targets and have actually 
begun to measure the outcome as well as the input. 


Chairman 
7. Mr Nicholls, I welcomed you formally in your 
absence. We are very pleased to see you. 
(Mr Nicholls) 1 was delayed going through the 
security checks, Madam Chairman. I apologise for 
being late. 


Alice Mahon 

8. In the year since you last gave evidence on 
London to the Committee, waiting lists in the capital 
have increased to over 150,000. Can you explain why 
this is and how your policies for London are tackling 
this problem? When do you expect to see waiting lists 
in London fall? 

(Mrs Bottomley) In the year since I gave evidence 
to the Committee, I know that in greater London 
another 45,000 patients have been treated—more 
than were treated in the year before. In inner London 


RT HON VirGINIA BOTTOMLEY, RT HON Dr BRIAN MAWHINNEY 
AND MR Bos NICHOLLS 


[Continued 


an extra 20,000 patients have been treated, so the 
health service in London has been working very hard 
indeed. The number waiting for treatment for more 
than a year is about 30 per cent below the figure in 
January 1992, but Mrs Mahon will know that I share 
her concern that more should be done and more 
should be achieved. We put an additional £10 million 
into tackling waiting times in London. This is very 
much at the heart of trying to achieve the efficiencies 
in London that have been achieved elsewhere. The 
sorts of rationalisation that are being considered also 
involve increased day patient work, improving 
throughput with discharge arrangements, trying to 
ensure that patients in London use the GP in the way 
they do in Mrs Mahon’s constituency and in other 
parts of the country. 


9. Can I put it to you that others disagree. Iam sure 
you saw Professor Jarman’s article that was 
headlined in the Evening Standard last night. Do you 
now accept that Sir Bernard Tomlinson was given 
flawed figures to use as his statistical base and that far 
from having too many beds, London did not have 
enough? A lot of informed opinion now thinks that 
London is under-bedded and over-managed since 
your reforms came in. Surely this increase in waiting 
lists bears that out to some extent. 


(Mrs Bottomley) Professor Jarman’s information 
was indeed available to Professor Tomlinson. Indeed 
more information than that was considered by the 
Department in bringing forward Making London 
Better. There is no new information that Professor 
Jarman has produced since that time. To inform the 
Committee, Chairman, we are greatly in sympathy 
with what Professor Jarman is saying but would 
point out that whereas Professor Tomlinson looked 
at the provision of acute beds in inner London, 
Professor Jarman is talking about all beds in London 
as a whole and, particularly about beds for elderly 
and mentally ill people. What Professor Jarman is 
saying reinforces the strategy to reduce the excessive 
duplication, fragmentation and cost of the speciality 
services in London, and the need to release money to 
invest in primary care. Similarly the figures that 
Professor Jarman was using ran up to 1985. What 
Professor Tomlinson was looking at was figures after 
that. Professor Tomlinson was very much resting on 
the work done by the King’s Fund report. The King’s 
Fund report was a detailed, authoritative document. 
I am sure Mrs Mahon knows Baroness Hollis, who 
played a crucial part in the King’s Fund report. It is 
true that the King’s Fund report of course was 
speaking about reducing rather more beds over a 
longer time period. In Making London Better we did 
not choose the 5,000 figure recommended by the 
King’s Fund report, prepared by Baroness Hollis and 
others, and we did not choose the figures in the 
Tomlinson report which ran up to about 3,100. We 
chose a more cautious figure of 2,500 acute beds. But 
it is in order to release the resources to invest in the 
alternatives to acute hospital, such as facilities for 
elderly and mentally ill people as supported by 
Professor Jarman and certainly supported by the 
Government. 
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10. One recognises that there can be interminable 
debate on waiting lists. Our American cousins would 
not tolerate a waiting list, but they have a different 
system. With the pressure on bringing down waiting 
lists, is it being followed through in London as in 
other parts of the nation where consultants have been 
told that to get the waiting lists down they are not to 
do emergency work? 

(Mrs Bottomley) There is no doubt at all that in the 
National Health Service all emergency and serious 
cases must be seen immediately. Indeed 47 per cent of 
the work in London is admitted at once. That is very 
similar to other parts of the country. I am sure the 
Committee is aware that something like half the 
patients are seen at once. Of those that come off the 
waiting list half are seen within five weeks. Three 
quarters are seen within three months. But the source 
of concern has been the number who wait an 
unacceptable length of time, albeit that 75 per cent 
are seen within three months. We must eliminate 
those long-waiters. There used to be a great number 
of two-year waiters which we managed to remove. 
We then insisted on the Patients’ Charter 
commitment of waiting lists for hips, knees and 
cataracts being an absolute maximum of 18 months. 
We have been able to achieve that. We want to keep 
the downward pressure on waiting times. Any 
suggestion that people were behaving in such a way 
that they did not see emergency cases, would, I think, 
be a very serious matter indeed. Frankly I could find 
no excuse for it, particularly in London where you 
have one doctor to 500 people compared with the rest 
of the country where you have one doctor to 1,100. 


11. The consultants at the same rate, but no 
matter. 
(Mrs Bottomley) Yes. 


Tessa Jowell 


12. Do you accept Professor Jarman’s evidence 
submitted to the Tomlinson inquiry but not seen by 
them until it was brought to Professor Tomlinson’s 
notice about the flawed basis on which Professor 
Tomlinson’s conclusions were reached, looking at 
part of the picture rather than the whole picture? 

(Mrs Bottomley) I do not accept that Professor 
Tomlinson’s report was flawed, in that it was very 
largely based on the King’s Fund report that came 
before it. But what I do accept and repeat is the— 


13. Do you share Professor Tomlinson’s concern 
that he did not have access to that evidence? 

(Mrs Bottomley) I would imagine that he had 
access to the King’s Fund. 


14. No, he did not. He did not have access to 
Professor Jarman’s evidence. 

(Mrs Bottomley) But Professor Jarman had access 
to the King’s Fund evidence. 

Tessa Jowell: I submit that it was the King’s Fund 
evidence that was flawed. 


Chairman 
15. If the Secretary of State would like to answer 
and then Mrs Jowell can come back. 


(Mrs Bottomley) But subsequently Professor 
Tomlinson did indeed discuss these matters with 


RT HON VIRGINIA BOTTOMLEY, RT HON DR BRIAN MAWHINNEY 
AND MR Bos NICHOLLS 


[Continued 


Professor Jarman, but they also informed us in our 
consideration and the decisions we took on Making 
London Better. Making London Better does not in 
every respect follow Professor Tomlinson’s report or, 
indeed, the King’s Fund report or the other 18 
reports that preceded it. There have been a great 
number of reports, as Mrs Jowell will well know, 
saying that this imbalance needed to be addressed. 
The central points made by Professor Tomlinson are 
that, for example, the cost of care in a London 
teaching hospital is something like 44 per cent higher 
than in a teaching hospital outside London. The 
length of stay in a London teaching hospital is 
something like 15 per cent longer. It is the excessive 
cost and the inevitable changes that will face the 
London teaching hospitals as patients increasingly 
are treated more cost effectively in their own location 
or in the community. When Professor Jarman speaks 
about arrangements for elderly and mentally ill 
people, we would endorse that and that is why we 
have gone from £43 million last year to £85 million 
this year being invested in primary care. Not only 
that, there is the £74 million the Government is 
investing in voluntary organisations. Over and above 
that Mrs Jowell may be aware that the special 
transitional grant for community care this year 
results in a 77 per cent increase in the money available 
in the London boroughs. 


16. Can we. go back to the question of the 
relationship between increasing waiting lists in 
London and the number of beds available? Professor 
Jarman asserts that if you take the number of acute 
beds in London, if you take the number of long stay 
beds in London, if you take the number of nursing 
home beds and residential care beds in London and 
you compare that with the rest of the country, 
London is 20 per cent behind the rest of the country. 
Do you accept that evidence? 

(Mrs Bottomley) 1 would not endorse that figure 
instantly. What I would say is that we need to develop 
a range of intermediate schemes precisely to provide 
for those for whom acute care is not appropriate. It is 
not appropriate for those who need continuing care 
or convalescent care to be in the major teaching 
hospitals. There are many such schemes, such as the 
West Lambeth Community Care Centre, such as the 
new hospital-at-home schemes which are being 
developed across London precisely to address that 
dilemma. Whether the figure is 20 per cent or not, I 
accept that we need to invest in facilities in the 
community to ensure that patients who are not 
appropriately treated in acute hospitals can have the 
care that they need. 


17. Let us try to reach some agreement about a 
basic point of fact, not about how you then interpret 
that fact. You have had this evidence from Professor 
Jarman for a very long time. I would have thought 
you would by now be in a position to say whether or 
not you accept it. 

(Mrs Bottomley) I think I have made the position 
clear, that the issue on which we have been focusing 
has been the excessive provision of acute beds in 
inner London, the excessive cost of those beds, the 
length of stay of patients within those beds and the 
difficulty of patients then having facilities and 
support in the community. It is indeed precisely the 
job of the purchasers to make sure across London 
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that they are achieving the necessary balance and the 
comprehensive provision that is necessary. As I say, 
the very substantial increase of funding of the special 
transitional grant for community care which has 
gone up to £123 million this year, has also ‘been 
considered in the context of the need, as Mrs Jowell 
says, and referring to Professor Jarman’s work, to the 
need for increased provision for the elderly and the 
mentally ill in London. 


~ Mr Bates 


18. Can you explain why waiting lists in London 
seem to have increased, when in my corner of the 
Northern region they have been coming down? The 
figures show that there are an average of four acute 
beds per 1,000 population in London as opposed to 
an average of 24 outside. If we leave the acute beds 
debate at one side and focus on the medical and 
clinical staff, could the fact that waiting lists are 
extending have anything to do with the fact that there 
are twice the number of consultants per head of 
population in London—you have just given the 
figures of one doctor per 500 as opposed to one 
doctor to 1,000 outside London—and could that 
have anything to do with the efficiency of the clinical 
staff rather than the number of beds? 

(Mrs Bottomley) That is precisely what needs to be 
addressed. It is also concerned with the difficulty of 
discharging patients. Londoners are using the 
hospital service where elsewhere they would use 
general practitioners and the family doctor service. It 
is also to do with the length of stay. By investing in 
primary care, once again, it is possible to achieve 
change. There is some other work that the 
Committee may want to consider by Professor 
Jarman and Nicholas Bosanquet where they consider 
the improvements in primary care in London since 
the Acheson report in the early 1980s. They talk 
about the investment in premises and the improving 
quality of primary care. We want to set that forward 
significantly further so that we can reduce the 
inappropriate use of the hospitals, rationalise acute 
hospital provision and achieve the greater 
efficiencies. 


Mr Whittingdale 

19. Secretary of State, can you tell us whether there 
has been any analysis of the proportion of the 
number on the waiting list who have been referred for 
hospital treatment when they should perhaps have 
been better treated through primary care, but have 
been unable to do so? To what extent would the 
number of people now being treated in London 
hospitals be better off being treated by GPs? 

(Mrs Bottomley) Those who use London hospitals, 
who elsewhere would have used primary care 
services, for the most part are those who use the A&E 
departments. We estimate that something like half 
those using the A&E departments of a great number 
of the London hospitals, elsewhere would have used 
their family doctor. I have no evidence to suggest that 
those who are admitted to hospital for treatment do 
not need the treatment that they have been admitted 
to receive. Arguably as primary care develops, as 
prevention programmes expand, as people take 
forward their work on the health of the nation, it may 


be possible to achieve a lower demand for acute in- 
patient services. I would want to consider that. The 
issue in London is that people stay in hospital much 
longer, some 15 per cent longer. Also, because of the 
fixed overheads of these London hospitals, the cost 
carried is very great. This year, as Mr Whittingdale is 
only too keen to tell me in another capacity, the 
districts outside London are supporting London to 
the tune of £100 million. That stands to grow if we do 
not bring these hospitals together, to consolidate 
them. The average cancer service in London sees half 
the number of patients that a cancer unit outside 
London would see. So it is getting the efficiencies by 
a greater throughput, avoiding the duplication and 
waste. 


Mr Duncan Smith 


20. Coming back to this issue of Jarman and 
Tomlinson, would you not agree that the way we are 
looking at the two sets of figures is looking at the 
same problem from different angles? What they are 
really doing is identifying the fact that in London, in 
central London particularly, acute beds are being 
used more by non-acute patients, which shows quite 
clearly the problem is down in primary care and all 
the other related services, whether it be with the 
mentally ill or looking after old people in the 
community. Is it not a fact that they go hand-in-glove 
in some sense and they are not contradicting one 
another? 

(Mrs Bottomley) I wish I had put it so clearly and 
simply myself. We estimate that 15 to 30 per cent of 
people in acute beds in the inner London hospitals 
could be discharged if alternatives were available. 
That is why the hospital-at-home schemes and 
schemes such as the West Lambeth Community Care 
Centre and many of the other initiatives being 
developed are so important. I have sent a letter to 
every Member of Parliament identifying the 37 
voluntary schemes and the 120 primary care schemes. 
The aim is precisely to address that issue. It is a 
serious problem and the aspect that I would seek to 
draw to the attention of the Committee is the 
significance of the very substantial increase in 
funding for personal social services, particularly the 
special transitional grant and the importance of 
having agreed discharge arrangements from 
hospitals to the community and their ability, this year 
particularly, when they are having more than 100 per 
cent increase in the money available, to put these 
things in place. Mr Duncan Smith is absolutely 
correct. Jarman is looking at all of London, not just 
inner London. He is looking at provision for the 
elderly and mentally ill, not just acute beds. 


Tessa Jowell 


21. In the light of that, Secretary of State, will you 
not now accept that Professor Tomlinson was given 
a flawed brief in looking only at London’s acute 
services when in fact on the basis of all the points 
made in the previous exchange he would have had a 
much more realistic picture had he taken account of 
the size of the acute sector and also the size of the 
non-acute sector in London? 

(Mrs Bottomley) 1 do not think there is a debate 
about the need to address the non-acute sector. This 
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was at the same time as the community care policies 
which this Committee and the Department were 
seeking to advance and to advance with very 
generous funding. It happens that Professor 
Tomlinson was looking at the acute sector because 
that is an area of particular concern. It is also the 
aspect which is particularly associated with the 
teaching hospitals and the universities where we 
needed the additional input. The question of the 
balance is a matter for purchasers, on behalf of their 
local communities, to be satisfied about. They have, 
as alternatives to hospital, the primary care facilities, 
working with their FHSAs, as well as the acute beds. 
I fail to understand why Mrs Jowell wishes to make 
such an issue and suggest there is some great point at 
stake. It is not Professor Jarman’s view, so far as I 
understand it, that there are matters that are not 
being properly considered by the Department or the 
London Implementation Group. Indeed, I have had 
meetings with him myself. Other members of the 
London Implementation Group have had meetings 
with him and greatly respect his contribution to the 
debate about how we can continue to improve 
services for Londoners. If Mrs Jowell is seeking to 
say that this is a reason to delay the rationalisation 
of the acute hospitals, I think that is bizarre beyond 
belief, because what is necessary is to bring the 
indecision to an end, to bring the uncertainty to an 
end and make way to develop the alternatives to 
acute care. We have not said we are not doing it. We 
are doing it to the tune of £85 million this year, £43 
million last year as well as a raft of other initiatives 
that I have identified. 


22. But do you not accept the link between the 
increased number of people waiting for treatment in 
London hospitals and the fact that 10,000 beds have 
closed in London over the past four years? 

(Mrs Bottomley) What I made clear is that 20,000 
more patients have been treated in inner London this 
year than last year, 45,000 more patients than the 
previous year have been treated in London as a 
whole. But the closure of acute beds has taken place 
not only in this country, but in every country. Indeed 
our figures for bed closures are not dissimilar to those 
in other countries. I can provide Mrs Jowell with 
further information. 


Alice Mahon 


23. That does not make it a good thing to do. 

(Mrs Bottomley) The issue is whether it is right to 
be serious about trying to use the resources that we 
have for health care in a way which will improve the 
health of Londoners. Modern techniques, such as 
micro-invasive surgery and new diagnostic 
techniques, mean that we can make much greater 
progress towards reducing the need for beds yet 
further. The number of patients who.will be treated 
in their own home health authorities is set to develop. 
As we tackle that 15 to 30 per cent of patients who are 
inappropriately in acute hospitals, by the 
development of primary care, whichever aspect one 
looks at it points to the need to tackle what is a very 
difficult decision. To seek to imply that the inevitable 
change in London is somehow not necessary is 
unhelpful and frankly destructive to those who know 
in their heart of hearts that change has to take place. 
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Chairman: Mrs Mahon, do you want to add 
anything to that very briefly before we move on to the 
next section? 

Alice Mahon: Given that it was my question, I do 
not think the Secretary of State has justified this 
massive bed closure when we have 150,000 people in 
London waiting for a bed. To try to compare this 
with other countries is outrageous and I hope that 
note has been taken of the evasive answers. 


Chai 

24. Is there anything further you wish to add on 
that? 

(Mrs Bottomley) Chairman, I would suggest that 
Mrs Mahon reads the speech before Christmas by her 
party’s spokesman in the Lords on the question of 
London health services. That speech seemed to me to 
be an extremely enlightened and _ thoughtful 
consideration of the issues. I would suggest that Mrs 
Mahon and Members of the Committee should 
speak to the purchasers from Camden and Islington 
who are so determined that if we can release 
resources from the extremely costly acute and 
specialty services in London, we can achieve more 
good for the health and wellbeing of Londoners. 


Mr Congdon 


25. I turn to the wider issue of resources for health 
care in London, so that we concentrate on the broad 
aspects. You have said on a number of occasions that 
20 per cent of NHS resources are spent in London on 
15 per cent of the population. It is argued in many 
quarters that there are more than Londoners who use 
London’s health service. There is an enormous 
working population that comes into London and 
there are a whole range of issues there. Have you any 
idea what percentage of health service resources are 
spent on Londoners as opposed to non-Londoners? 

(Mrs Bottomley) The figure to which we have often 
referred comes from a time when the funding went 
according to the provider, because the health 
authority was the host of whatever large hospital it 
was. Now the resources go to the district whose task 
it is to purchase services on behalf of their residents, 
which may or may not be in London. What we would 
say is that expenditure in London is something like 
27 per cent above the national average, after taking 
account of London’s excess costs. I have already 
made clear that the average cost per case in London 
teaching hospitals is something like 44 per cent 
higher than in the provinces. I think the most simple 
way of putting it is quite apart from the discussion 
about capitation—again I look round your 
Committee and know that Ministers and I have 
frequently had debate about capitation moving 
faster to support those out of London—we estimate 
that over and above the allocations, London is 
subsidised to the tune of about £100 million. It will be 
a little more next year. The subsidy to Guy’s and St. 
Thomas’s over and above their £72 million budget is 
another £18 million. I have not embarked on the 
question of the Service Increment For Teaching and 
Research, around half of which comes to London, 
about £167 million. 


26. Can I press you a bit further? I am happy to 
accept that London consumes more than perhaps 
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would be regarded as its fair share, partly for 
historical reasons. The difficulty is the inference from 
the suggestion that 20 per cent of NHS resources are 
spent in London on 15 per cent of the population, 
which is a figure that is greatly used, that somehow 
the whole of that gap is a subsidy for London. What 
would you consider would be an appropriate share 
for London, bearing in mind that costs will be higher 
and bearing in mind that the deprivation factors will 
be greater? What would be fair? 

(Mrs Bottomley) My view is that we should seek to 
close the gap. Health expenditure in London is about 
27 per cent above the national average. That is after 
taking into account London costs and taking into 
account the question of non-residents. I think 27 per 
cent is an excessive figure, but what is even more 
important is not only the fact that 27 per cent more is 
spent, but what it is spent on. What compounds the 
problem is that Londoners are not getting a good 
enough routine health service. It is the distortion of 
the priorities, so it is not only the 27 per cent more 
than the average elsewhere, but the fact that the costs 
in those teaching hospitals are 44 per cent above the 
provincial hospitals. What we are seeking to do is not 
only get a better balance with the rest of the 
country—I accept that there will continue to be 
reasons why London has special needs, we accept 
that on health and we accept that on personal social 
services—but I cannot accept that it is right to distort 
that spending in such a way that the community and 
primary care services fail to be developed in the way 
that I would wish and, indeed, in the way that I am 
sure Professor Jarman would wish. 


27. Given the scale of the problem and the 
mismatch of resources, the problems of primary care 
as opposed to secondary care, we have a situation in 
London where we know the budgets of purchasers 
are being squeezed, in many respects as a result of the 
application of the RAWP formula. It is difficult to 
implement change at the best of times. Do you think 
there is a case—given that change costs money—for 
not implementing the RAWP formula in London 
currently? In other words, should we ensure that 
there is a cushion within the resources to enable 
change to take place? 

(Mrs Bottomley) The move towards weighted 
capitation was discussed at the time of our initial 
health reforms and the wish to get a better balance. 
But we accept that progress needs to take place at a 
reasonable speed. There cannot be change overnight. 
That is why the very substantial subsidies are going in 
in the forms of transitional support in London. That 
must be right. But we need to continue to analyse 
both the model and the rate of change. We are 
looking again at the whole question of the formula 
for weighted capitation. We are looking at a number 
of factors, whether there are any additional 
considerations in London because of the particular 
costs, whether there is anything more we can look at 
as indicators of health need. Consultants from York 
University have been advising the Department with 
that task. That will be evaluated and will be available 
as we look towards next year’s allocation of resources 
to the service as a whole. 


28. Can we be clear? You mentioned the York 
study and I have heard of that before. There is a 
working party looking into all this, I understand. 
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When is that likely to report? One of the things that 
is obviously being shown up by the Health of the 
Nation targets is that there are wide variations in 
distance from targets and there is clearly a link 
between that and social deprivation. When do you 
expect to see a report that can then be considered and 
have an impact on a revised formula? 

(Mrs Bottomley) During the course of this year, I 
expect the team to report and that will then be 
considered by the NHS to be used in the context of 
next year’s allocations. But the regions have freedom 
to distribute resources, taking into account a number 
of factors of which social deprivation is one. On a 
huge range of fronts, I suspect I have underestimated 
the excess of resource that goes into London 
compared with other parts of the country. Take, for 
example, the homeless mentally ill initiative. It is a 
very important initiative, £20 million to provide 
facilities for the homeless mentally ill. Take, for 
example, the deprivation payments to GPs which our 
Government brought in, one of the most important 
steps at the time of the GP contract and one very 
much supported in that report by Professor Jarman 
and Nicholas Bosanquet, where they set out how we 
had met the vast majority of the objectives in the 
Acheson report on primary care in London. I do not 
anticipate that the outcome of such a review will be 
such that it would undermine the importance of 
grasping the nettle of the over-provision of resources 
and, above all, the inappropriate distribution of 
services in London. However, I would want to assure 
the Committee that we will, of course, continue by 
research, evaluation and monitoring to make sure 
that we have the plans informed by ongoing 
consideration. 


29. That might show, presumably, that the current 
formula is too much based on age-related factors, 
which would have an impact on London. 

(Mrs Bottomley) I suspect the formula used for 
health spending is not dissimilar to the formula used 
for SHAs and other matters. Different factors and 
different considerations are proposed from time to 
time. My simple and clear wish is to have a formula 
that as fairly reflects the different needs of different 
parts of the country as possible. I have no hidden 
agenda that it should be unfair to Halifax or fair to 
Croydon, or unfair to Cleveland or fair to Surrey. 
Using consultants from York University is the right 
way to achieve that. 


Audrey Wise 


30. You have several times stressed higher costs in 
London and you specifically mentioned cancer 
treatment. The Committee recently went to the 
Royal Marsden and about a year ago went to Bart’s 
and saw the oncology department there and took a 
great interest in the very good outcomes there. When 
you consider the costs of cancer treatment in such 
places, are you taking into account outcomes or just 
cheapness? 

(Mrs Bottomley) Let me make clear that 
throughout the decisions we have been taking in 
London it is above all to enhance services for 
patients, to achieve value for money and to 
strengthen centres of excellence in terms of research 
and teaching. Certainly cost is a consideration, if cost 
in a London hospital is 44 per cent above the cost in 
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a provincial hospital, this is a matter which it would 
be irresponsible for a Health Secretary not to take 
seriously, because every pound can be spent only 
once. The job must be to make sure it is spent as 
effectively as possible for patients. 


31. It was a very specific question and we already 
know the slogan about every pound can only be spent 
once because we had it a fortnight ago from your 
colleague. When you talk about higher costs for 
cancer treatment, are you linking that with better 
outcomes or not? It is a very specific question. 

(Mrs Bottomley) The transformation that we have 
set in hand in the health service is this great 
investment in audit, in evaluation, in the research and 
development programme. Outcomes are now part of 
the mainstream consideration of health care in a way 
which would have been inconceivable in the past. 
Most certainly we are concerned with outcomes. But 
we still have to be concerned—and I am delighted 
that the Minister reinforced this point—about the 
importance of value for money. 


32. You do not need to tell us this again. 

(Mrs Bottomley) 1 am concerned though that Mrs 
Wise seems not to want to hear about value for 
money because it is important in a service spending 
the sums of money that we spend. 


33. That is quite untrue. I believe that you cannot 
consider value for money without considering 
outcomes. You referred to the cost of cancer 
treatment in London. You did not refer to the 
outcomes. I believe that the outcomes for the dearer 
treatment are better. Is this so? Do you examine it? 

(Mrs Bottomley) For what? 


34. The outcomes of the cancer treatment. You 
have said they are spending too much on their 
treatment. You do not link that with the outcomes. 

(Mrs Bottomley) | probably owe Mrs Wise an 
apology because I should have said ‘“‘cost- 
effectiveness’’. That allows for both the input and the 
output. Nowhere in the health service is cheapness 
the prime criterion. It is always about cost 
effectiveness because in our health service we have 
available the most costly treatments which are 
provided without a second thought, if they are 
effective for the patient. I am sure that is the debate 
you had with the Minister two weeks ago on the 
question of drugs. What is more important and what 
Mrs Wise will be reassured to hear is that we had the 
specialty reviews and the research reviews in London. 
One of the aspects that greatly influenced the 
decisions on Trust status, on the configuration of the 
special health authorities, was the work by Sir 
Michael Thompson on the research reviews. Mrs 
Wise will know that the very full funding for the 
Marsden was in large measure influenced by the 
research review on the work at that hospital. 


35. Cost effectiveness is a very imprecise science, 
very imprecise indeed, that depends a great deal on 
opinion and what weight is given to different factors. 
When you say that the cost of cancer treatment in 
London is higher than cancer treatment elsewhere, 
then you are effectively saying that they are wasting 
money. Or do you accept that they have better 
outcomes for the higher cost? 


RT HON VirRGINIA BOTTOMLEY, RT HON DR BRIAN MAWHINNEY 
AND Mr Bos NICHOLLS 


[Continued 


(Mrs Bottomley) | think Mrs Wise is again 
misunderstanding. I said that the average cancer unit 
in London has half the number of patients of a cancer 
unit outside London, which is a rather different 
point. The significance there is that a great number of 
the clinicians involved in the changes in London— 
frankly I pay great tribute to them for their co- 
operation, support and recognition of the need for 
change—recognise that there are strengths to be 
achieved from consolidation. If you have a cancer 
service at the Marsden, at Charing Cross and at the 
Hammersmith, and if you have a cancer service at St 
Thomas’s, at Guy’s and at King’s, it is very difficult 
and very costly for them all to be a state-of-the-art 
cancer service. Whereas if you achieve a critical mass 
and have a larger unit, then you can get some of the 
advantages that many of the more sizeable units 
outside London have. 


36. Are you aware then that some purchasers are 
seeking to purchase all their services locally, even in 
cases where there is not a critical mass in their locality 
and the treatment is bound to be of a lower standard? 
Have you any brief comment on that? 

(Mrs Bottomley) So far as the Marsden is 
concerned, you will know that there is generous 
funding to recognise their contribution and to ensure 
that they can enter the internal market on a stable 
basis. The Committee may want to consider some of 
the techniques being used by health authorities and 
purchasers to look precisely at these questions of 
effectiveness, of outcome, of quality, of patient 
perception. I commend Ian Carruthers down in 
Dorset to Mrs Wise who has taken forward the work 
of purchasing very much with the encouragement of 
much of the work the Minister has been doing to 
develop that skill. Clinical effectiveness, outcome, 
patient perception are certainly quite as important as 
financial matters. 


Mr Whittingdale 

37. One of the pressures on London hospitals, as 
you rightly say, is the number of patients who live a 
long way outside London being referred to London 
for treatment, despite the fact that it is more 
expensive for such patients to be treated in London. 
Is there not a case not just to try to have those 
patients living outside London treated locally rather 
than being treated in London, but perhaps even to 
reverse the flow, so that patients in London might be 
referred to hospitals outside London which are 
cheaper? 

(Mrs Bottomley){n taking forward the changes in 
London with my team, I have taken the view that if 
we look 20 years ahead we know we have to face 
change in London. These decisions have been very 
difficult, emotionally charged and sensitive, but it is 
my view that we have had to take them. To persuade 
all those who are involved in the process of change 
that we will reverse the trend and send them to Mr 
Whittingdale’s constituency to be treated is a step so 
heroic that even I would not be able to contemplate 
it. In a more serious vein, there are issues of patients’ 
choice and patients’ discussions with their general 
practitioners about where they wish to be referred 
and the discussion that takes place. I am sure there 
will continue to be patients who, for one reason or 
another, even if not formally documented by the 
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clinical evidence, have a particular reason for 
wanting to go to a particular hospital. That is 
something that I respect. 


Tessa Jowell 


38. I have two questions which will be satisfied with 
yes or no answers. First, do you accept the King’s 
Fund figures that any business calculates a 20 per 
cent overhead for the costs of London? 

(Mrs Bottomley) I am unable to confirm whether 
or not that is true. I do not know whether every 
business calculates a 20 per cent cost for London, but 
I would refer Mrs Jowell to the comment by 
Tomlinson himself which, even when you have taken 
account of the extra cost in London—the London 
cost, the staff costs, all the other aspects—still there 
is excessive spending on the health service in London 
to the tune of 20 per cent. There is allowance for 
London costs in these calculations and it is over and 
above that where there is excessive spending. 


39. Without going over that rather unsatisfactory 
discussion all over again, can I secondly ask the 
Secretary of State whether she would be prepared to 
publish comparative mortality rates and five-year 
survival rates for the hospitals in London, where 
cancer is one of the specialty treatments, and 
provincial hospitals? 

(Mrs Bottomley) | am sympathetic to such a 
request and I shall certainly consider it. In terms of 
Mrs Jowell’s first question, I should say again as I 
have said before that the London teaching hospitals 
were 44 per cent more costly than teaching hospitals 
are elsewhere. Even when you have taken account of 
that London cost, the staff cost, the sort of 
consideration that Mrs Jowell says that the 
businesses are considering, it is still 31 per cent above 
elsewhere. 


Alice Mahon 


40. We had a visit to the Marsden. How are you 
going to guarantee that purchasers will not go for a 
cheaper option if a provider buys in a cancer 
consultant’s services? That will affect the Marsden. It 
could close it down. It could be death by— 

(Mrs Bottomley) | think I have made the position 
clear in relation to the question from Mr 
Whittingdale. Patients decide on their choice of 
hospital through their general practitioners. So long 
as the Marsden is providing a service which is 
supported by patients, GPs and their purchasers, 
then they should be confident that patients will 
continue to go there. We have made clear what the 
transitional funding arrangements are for the special 
health authorities and a great deal of work has gone 
into that, but we would seek to develop a means of 
supporting research, not just in the London special 
health authorities, but a mechanism that had merit to 
support research elsewhere, whether in Newcastle, 
Southampton, Bristol or Manchester. It is not at the 
end of the four-year period that the funding for the 
special health authorities research component 
disappears. It is simply that then we shall have to 
consider what is a more appropriate means for the 
future. 


Mr Duncan Smith 


41. Given that the development of primary and 
community services in London is at the centre of all 
these plans, I wonder whether I can ask you two or 
three related questions? I know that you have 
probably answered some of them already, but this 
gives an opportunity to sweep up again and put them 
into this category. Perhaps you could tell us about the 
progress in implementing your strategy for 
improving primary and community care in London 
and to what extent are the improvements in primary 
and community services already resulting in a 
reduced demand for hospital services? Can you give 
us some estimate of how they are likely to improve in 
the future as a result? What are the main factors 
which encourage the use of hospital A&E by various 
patients in London as opposed to going to their GP? 

(Mrs Bottomley) We have embarked on a 
formidable, really unprecedented programme of 
improving primary care in London. I wrote to all 
Members of Parliament at the time of the last 
Statement to draw their attention to the 122 capital 
schemes taking place across London using the £43 
million that we made available last year. This year it 
is increased to the tune of £85 million. There has been 
investment on a great number of fronts. One of the 
aspects which is particularly significant that I was 
able to announce is that we have been able to improve 
the arrangements for improvement grants from the 
Family Health Service Authorities, so they go from 
66 to 90 per cent to help with premises. Similarly 
FHSAs will be able to purchase, to acquire and to 
develop premises for GPs because one of the reasons, 
I understand, that patients in London so often use an 
A&E department is related to the poor premises in 
which many GPs are situated. Perhaps we can break 
through that problem and develop more community 
health centres of a great number of types. Just to look 
at some of the initiatives that are taking place across 
London—I suggest Mr Duncan Smith looks at the 
list I sent him—there are a great number of schemes 
to try to develop intermediate care. I mentioned 
before the West Lambeth Community Care Centre. 
In Brent and Harrow the FHSA have a convalescent 
bed rest scheme for the itinerant population. Ealing, 
Hammersmith and Hounslow have a coronary 
rehabilitation scheme with a nursing team following 
up discharged coronary patients to make sure they 
have proper support in the community. At Croydon 
FHSA they have a late night GP service making sure 
that people can use that service rather than using the 
A&E. At Ealing and Hammersmith there is the 
Broadway housing scheme helping people with 
mental health problems. In Wandsworth the care at 
home scheme under the voluntary initiative to help 
people being treated in hospital as day patients. 
Kensington, Chelsea and Westminster have a scheme 
using St John’s Hospice to provide more and 
improved care in people’s homes. I could continue 
for another 20 minutes reading out examples, but this 
is the substance, the reality, of where this very 
substantial amount of money is going in. As far as the 
A&E use is concerned, the majority of A&E 
departments in London will soon have a GP 
attached. Over time it is important to inform patients 
of the significance of the family doctor service. The 
reality is that if they keep going back to the A&E 
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inappropriately, they may see a different doctor or a 
different team each time. The strength of the family 
doctor scheme is that it is the individual GP who is 
the custodian of the family’s health over time. 
Families lose out by constantly using an A&E unit 
rather than using their family doctor, quite apart 
from the inappropriate use of costly hospital services. 


42. Following up on your points about A&E, in 
March 1993 I note that you gave your opinion that it 
was not necessary to carry out a full scale review of 
the A&E services in London. Are you still of this 
opinion now, particularly given the comments you 
made about the problems concerning primary care in 
central London? Do you think that the outcome of 
the consultation over Bart’s A&E would have been 
any different, had it been known that Guy’s was 
closing down? 

(Mrs Bottomley) All our decisions, particularly 
over A&E services, have been informed by the group 
of experts under Professor Norman Browse, the 
President of the Royal College of Surgeons. The 
Chief Medical Officer also has a special adviser on 
A&E, Dr Howard Baderman. The plans that we have 
announced have all had the approval and support 
and are part of the framework discussed by those 
experts. Essentially an A&E department needs a full 
and active hospital backing it. What the individual 
needs at the earliest possible opportunity is an 
ambulance with a paramedic on board. The changes 
we have announced include another £14.8 million for 
the London Ambulance Service on top of the £7 
million we made available last year. A third of the 
fleet will be replaced. The numbers of paramedics 
have risen from 300 up to 400, and then up to 1,000 
paramedics. These are very substantial changes and 
reflect great investment. At the same time there has 
been a formidable investment programme in A&E 
departments across London. I should just name a few 
of them. There is an £8 million scheme under way to 
improve the King’s College A&E. I think the whole 
Committee would agree that it is important that this 
A&E department receives further attention. A new 
28-bed admission ward will be developed at the 
London Hospital. There will be a minor injuries 
centre at St Bartholomew’s in the same way as the 
one at St Charles’ that has been such a success. Very 
substantial investment will be instituted at the 
Homerton to improve services there. There has been 
further investment at St Thomas’s A&E department. 
As far as the point about the consultation on St 
Bartholomew’s is concerned, I do not think it would 
have made any difference in that it is only a very small 
fraction of patients who come across the water to the 
Guy’s A&E department. About 3 per cent each year 
come across the water from north of the river to the 
Guy’s A&E department. 


43. In my area in Waltham Forest, which is now 
part of LIZ and very happy to be so, the whole 
problem is very much down on primary care due to 
the fact that there are so many single-handed doctors 
in that area. That, in turn, puts pressure on the A&E 
system at places like Whipps Cross. When there are 
surges there is when we get all these problem stories 
about people on trolleys and so on. Can the Secretary 
of State give some views and opinions about how 
further we can work this problem through? Some of 
the changes that are posed for GPs, fund holding and 
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so on, are just not available to single-handed 
practices to the extent that they are at the moment. 

(Mrs Bottomley) Mr Duncan Smith precisely 
identifies the dilemma of much primary care in 
London. It is frequently related to premises. It is why 
the new arrangements for improvement grants, the 
66 per cent to 90 per cent ability to assist, together 
with the new ability for the FHSA to secure premises 
is important. So often a single-handed practitioner in 
poor premises feels that the gap is too great between 
the way in which he is offering a service now to the 
way in which ideally a service might be provided. The 
FHSA, through LIZ and with their support, can see 
an opportunity to update and upgrade general 
practice. We have seen the great improvement since 
the Acheson report, but we need to do more. I must 
add a footnote. There is a body of single-handed 
practitioners who provide an excellent service. It is 
not the case that all single-handed practitioners are 
necessarily providing a service which is not that 
which we would hope for and aspire to. Mr Duncan 
Smith’s point I am sure is correct. The old style 
primary care service where the GP had an enormous 
list, a notice on the door that said “‘Visit the A&E if 
you are bothered” and using a deputising service, 
simply was not delivering the quality of primary care 
that Londoners should expect. I spent 10 years 
working with exactly that kind of general practice. I 
knew alongside it the other kind of general 
practitioner who really was providing the quality and 
commitment that patients need. We also want to see 
more GP fundholders in London. The primary care 
forum that the London Implementation Group has 
set up will provide a great number of innovations, I 
believe, and that is the way to reduce this 
inappropriate use of A&E. 


44. It is an experience that I have had, and I suspect 
others have had, that it is not necessarily the case that 
the problem is to do with premises with single- 
handed doctors. There are a lot of single-handed 
doctors who choose to be single-handed for reasons 
that are a lot to do with their character. Perhaps 
sometimes they are not very entrepreneurial and they 
do not like working with other people. It poses a 
problem, does it not, for us generally in the way 
ahead? If we believe that the idea is to get doctors 
making more of these decisions, they do not quite fit 
in with that scheme somewhere along.-the line. I am 
not so much asking a question as putting it to the 
Secretary of State that we have quite a lot of work to 
do in this area to try to get the GP much more 
involved in the changes. 

(Mrs Bottomley) Just the other day I went to 
Dagenham to open an enormously impressive new 
GP practice. The chairman of the FHSA had worked 
long and hard to get a new GP service on this 
particular estate which had only previously been 
served by a range of single-handed practitioners. This 
new premise in Dagenham was supported by a senior 
lecturer in general practice from St Bartholomew’s 
hospital. The Professor of General Practice from St 
Bartholomew’s hospital was there at the opening of 
these new premises. The debate surrounded how the 
process had been completed, with the FHSA working 
to achieve the necessary resources, the commitment 
and the effort to revolutionise primary health care on 
an estate which had previously been so poorly 
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supported. The initiatives which I would like to 
spend 25 minutes reading to you on the Committee, 
but I might send some of them to you, concern how 
one can secure change often among groups of 
professionals who, for understandable reasons, have 
been fiercely proud and independent. 


Alice Mahon 


45. The Secretary of State said that there were 
unprecedented improvements in primary care in 
London, but we have figures to show that this is 
simply not true. I know this has been put to Mrs 
Bottomley before. In fact there are 2 per cent fewer 
GPs in 1993 than there were in 1990, 5 per cent fewer 
health visitors, 11 per cent fewer district nurses in the 
four regional health authorities covering London 
and there are 32 per cent more managers in the 
London Initiative Zone area. It is up from 573 in 
October 1990 to 758 in April 1993. Would you like to 
comment on that, the fact that we have lost 
community nurses, GPs and health visitors, but we 
have gained more managers? Why is that an 
improvement? 

(Mrs Bottomley) The best thing is for Mrs Mahon 
to read the article by Professor Jarman and Nicholas 
Bosanquet in which they outlined the very 
substantial progress that has been made since the 
Acheson report. Indeed the Government accepted 26 
out of 31 key recommendations and the issue of the 
lower number of GPs has been because of the 
retirement age being established at 70. 


46. What about health visitors? 

(Mrs Bottomley) The other areas of investment are 
in premises and, above all, the dramatic increase in 
practice nurses. Mrs Mahon is correct that there has 
been a fall in the number of health visitors, but there 
has also been a three fold increase in the number of 
practice nurses. There has been a great increase in the 
number of community psychiatric nurses. 


47. I wonder if the Minister would like to tell us 
how many practice nurses? What has the increase 
been? 

(Mrs Bottomley) The increase has gone from 316 to 
983. 


Mr Bates 


48. On the subject of primary care, in your 
announcement to the House on 10th February you 
mentioned your intention to double the new 
investment in London’s primary and community 
care next year to £85 million. You announced this 
ongoing growth of which that is part, a substantial 
investment of £170 million spread over six years. I 
just want to put that in context of your saying earlier 
that London health has been subsidised to the tune of 
£100 million. A lot of us outside London are 
wondering when we are going to see any benefits 
from the reorganisation of health care and when that 
will trickle out even as far as Tees Health? 

(Mrs Bottomley) 1 have recently visited Tees 
Health and I was singularly impressed by some of the 
developments taking place there. It is very exciting 
and there is a tremendous spirit at Mr Bates’ hospital. 
The question Mr Bates asks is a fair question but, at 
the same time, I have to have regard to the points 
made by other members of the Committee and the 
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concerns of those involved in the delivery of health 
care in London. We must achieve a fairer balance of 
resources across the country. That is certainly the 
intention. We must also achieve a fairer distribution 
of services, even within London. We will make that 
progress towards the fairer balance across London, 
as and when it is fair to do so for Londoners. But I 
must be sure that Londoners will continue to receive 
a good quality standard of health care as we go 
through that process of change. 


Tessa Jowell 


49. Can you briefly give some examples of areas in 
London where LIG money is being used to fund new 
developments? Can you also give us the evidence that 
you and your officials are working on as authority to 
justify your view that it is possible to continue to 
close acute beds in London because the 
improvements in primary care will diminish the need 
for acute beds? 

(Mrs Bottomley) If Mrs Jowell will bear with me— 
perhaps, Chairman, you would like to tell me to stop 
when you have heard enough—there is the 
Gascoigne health centre, which is intended to expand 
the existing family centre to provide a health care 
facility with multi-purpose rooms, a diagnostic suite 
and a Brook clinic. There is the Prince of Wales’ 
development in Tottenham, bringing together 
community health services, two GP practices and 
community mental health services into a purpose- 
built facility. In the Isle of Dogs there is a £1.8 million 
primary health care centre with GPs, dentists, an 
optician and a social worker. There are GPs working 
in the A&E at Whipps Cross hospital and University 
College hospital A&E department. At Croydon 
FHSA they plan to establish a minor injuries GP 
services scheme operating from two centres in the 
community, staffed by GPs and nurse practitioners. 
Lambeth, Southwark and Lewisham have developed 
a substitution strategy—this is a very interesting 
concept—to develop strategic planning and 
dissemination of known good practice around 
asthma, diabetes, coronary heart disease, sickle cell 
anaemia and so on. Greenwich have a hospital-at- 
home scheme being developed to provide nursing 
and the south Westminster centre, which I was able 
to open myself, houses two GP practices, a new 
professor of general practice, and there is more at 
Ealing and Hammersmith and other things at Brent 
FHSA. As far as the formal results are concerned, at 
what point will we see evidence that the development 
of such services formally reduces the 15 per cent 
longer length of stay—which we agree is the dilemma 
in London hospitals, not that the admission rates are 
particularly out of kilter, apart from the A&E— 
really depends on the ability of each and every part 
of London to work together on the hospital-at-home 
schemes and on the domiciliary schemes. I hope this 
year, now that London is being so very generously 
funded with the special transitional grant, the £123 
million now coming to London, that they will take 
very seriously this whole question of community 
care, particularly with regard to discharge from 
hospitals. I shall be instructing health authorities to 
look very carefully when they sign off the STG to be 
clear they have discharge arrangements in place that 
are acceptable. That was very much the problem at 
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King’s College hospital. At the time of the 
unacceptable trolley waits in the A&E, the problem 
was that 40 to 50 patients were waiting to go home 
to Lambeth and Southwark, authorities that had the 
new resources, but did not have adequate discharge 
arrangements in place with the hospital. 


50. And, what is more to the point, no residential 
homes and no nursing homes for people to go to? 

(Mrs Bottomley) The point is that the majority of 
the money for community care is ring-fenced to be 
used in the independent or voluntary sector. There 
are a great number of initiatives that can be 
developed to take that forward. But rather than 
develop tribal warfare between health and social 
services, the key is for purchasing authorities to 
develop plans with social service departments so that 
they can address these problems in a practical way 
which does not result in patients suffering. 


51. Can you give us the evidence that you believe is 
sound evidence that these primary care initiatives will 
reduce the need for hospital beds? 

(Mrs Bottomley) Overall in the rest of the country 
there is good evidence that better primary care means 
that people can be discharged from hospital sooner. 


52. But whose is the actual authority beyond your 
own? 

(Mrs Bottomley) The authority is not my 
authority. The authority is the purchasing authority 
which will commission health care which is 
appropriate to the needs of that local population. 
Mrs Jowell may be interested to know that Professor 
Peckham overviews some research projects so that 
we can try to get the detail and evaluate some of these 
projects. It is important for all of us to have an even 
greater understanding of the initiatives and the 
schemes that work well. They have already put out an 
advertisement seeking applications for such a 
research project. Professor John Howie will 
undertake much of the work. Again I hope that 
within the year we will be able to have an even more 
formal presentation and evaluation. 


53. I think that confirms that the evidence is not yet 
available. 

(Mrs Bottomley) Chairman, it seems to me 
ludicrous. I fail to understand what is the point that 
Mrs Jowell and Mrs Mahon are seeking to make. The 
need for change in London is one which, until this 
latest moment, the party that they support had 
recognised and supported. It is quite clear that when 
they look at their spokesman’s speech in the Lords in 
December—the Committee may want to study 
that—they will understand that the need for change 
is properly established. It is all to do with the 
imbalance between the acute hospital beds and the 
need for investment in primary care. When I came in 
front of the Committee before, the Committee 
sought to secure a commitment from me that we 
would invest in primary care fully before seeing those 
changes proceed. We have met that commitment. We 
have not only met it, we have doubled the amount of 
money that we are putting into primary care. We are 
putting more into the capital programme for primary 
care than, for example, Tomlinson suggested we 
should do. Having had that objective so fully and 
fairly addressed by the Government, I find it rather 
strange to seek to unpick the basis on which the 
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whole strategy was developed and which was, I had 
always thought, supported by the opposition party. 

Chairman: I would just remind Members that it is 
now a quarter to six. We are not half way through the 
questions that we are proposing to put to the 
Secretary of State. I must therefore ask Members 
please to keep their questions short and do remember 
that a lot of people are anxious to put the questions 
that are towards the end of the list. 


Audrey Wise 


54. Members have been keeping their questions 
short. Have procedures for discharge and assessment 
for social care needs been put in place between 
hospitals and social services in London? 

(Mrs Bottomley) Chairman, I always plead guilty 
to speaking long not short and I apologise to the 
Committee. I will try harder. Overall we have been 
impressed by the co-operation of social service 
departments in implementing community care. This 
Committee interrogated me on a number of 
occasions about our preparedness to take forward: 
community care, the resourcing and any number of 
aspects. But overall we have been impressed by the 
practical approach that has been shown. We work 
very closely with Denise Platt, who is the president of 
the ADSS. and who is the Director of Social Services 
in Hammersmith. Our monitoring shows that all 33 
London boroughs have been implementing the 
essentials of the reform satisfactorily. Having said 
that, there are times when the system needs 
improvement and tightening up. The example I gave 
relating to King’s College Hospital was one such. 


55. The Committee has interviewed Denise Platt 
and probably all of us have a very high regard for her. 
Has she or other social services people in London 
brought problems to the Secretary of State for 
consideration? In particular, are they satisfied that 
the resources they have are sufficient to meet their 
obligations? 

(Mrs Bottomley) There has been a formidable 
increase in resources for social services generally. In 
inner London there has been a 52 per cent increase in 
money for social services over the past four years. 
The sums are very high indeed. Mrs Wise will know 
that this year, in the distribution of the special 
transitional grant, we have taken the view that we 
wish to help London even more and therefore the 
resources to be available will go up from £76 million 
to £135 million in the special transitional grant. That 
is in part because of the serious consideration that we 
were able to give to the points made by people like 
Denise Platt. 


56. Is it not a fact that the formula for the grants 
arising from the change to community care has, this 
current year, greatly disadvantaged inner cities and 
in particular London? If the formula had been as it 
will be in the next year, is it not true that London 
would have had nearly £25 million more for this 
purpose? 

(Mrs Bottomley) Chairman, this is precisely the 
matter that we laboured over at great length with 
your Committee. The money for community care 
that went through the special transitional grant was 
addressed to those individuals who previously had 
used social security payments for nursing and 
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residential homes. In the first year we took the view 
that a significant part of that money should map the 
areas that had made use of the social security money. 
If it was an area that had previously made no use of 
social security money or precious little, they would 
not be profoundly affected by the changes to 
community care. Had, however, they been very 
dependent on social security payments for nursing 
and residential homes, they would suddenly find 
themselves without a source of nursing and 
residential care for a cohort of patients, but we took 
the view that that was not right in the long term, that 
we should move towards the Standard Spending 
Assessment (SSA) distribution of the grant. But as 
you know, Chairman, we are always a sympathetic 
and conciliatory team of Ministers in the 
Department of Health and we listen to the interests 
of local authorities who we have good reason to feel 
a great respect for. We were persuaded that instead 
of going at the measured rate from the social security 
mapping approach to a full distribution on the basis 
of SSA, we should go faster and that is what we have 
done. It is a great bonus to London authorities and I 
know they will put it to good use because they have 
much to do, not only in this area, but on the mental 
health side. 


57. But the premise on which you have based that 
long answer, Mrs Bottomley, is not correct. The local 
authorities had to shoulder the costs for the elderly 
people who would have previously got social security 
money. The fact that the social security money would 
have been spent perhaps in Clacton on Sea instead of 
in inner London does not alter the fact that the 
change to community care means that the costs now 
have to be shouldered in inner London, so the 
premise of your answer—as you will see when you 
read it—is wrong. They were left to shoulder the costs 
and they were not given adequate funding. They were 
robbed of nearly £25 million which will be corrected 
next year. 

(Mrs Bottomley) That I am afraid is totally 
inaccurate. The basis on which community care was 
introduced was one of very fair funding because not 
only did we hand over the social security money, but 
we handed over one-third more in addition. You will 
recall, Chairman, that the directors of social services 
particularly commended that themselves. That is a 
step which I had not ever thought to witness, but it 
was very fairly funded. In London they did not 
particularly benefit in the first year because they have 
not traditionally made great use of the social security 
payments for nursing and residential homes. We are 
now going to move faster to the SSA distribution of 
the grant. That is very good news indeed for London 
and Londoners. 


58. It is a fact that they would have had nearly £25 
million more had it been on that basis last year. If it 
is right for this coming year, then it seems to me that 
it would have been equally right for last year. 

(Mrs Bottomley) Chairman, do you want me to 
explain again? 


59. No. We will all be able to read the answers. 

Chairman: I am proposing to take the questions on 
psychiatric services to make quite sure that we cover 
them, so I shall ask Mr Roger Sims and then Mrs 
Jowell to put their questions to the Secretary of State 


as we seem to be running so late, then we shall come 
back to the rest. 


Mr Sims 


60. Secretary of State, you mentioned provision 
for the mentally ill a few moments ago. This has been 
very much in all our minds in the last week or two. I 
wonder whether, in the light of the Ritchie report, the 
North West Thames report, and your own reference 
to the statement that there is major pressure on acute 
mental illness beds in London’s hospitals and 
pressure on medium secure facilities, you would not 
agree that at the moment there are not sufficient 
resources, either financial or physical, to treat the 
mental health needs of London residents? Perhaps in 
your response you could give us some estimate of the 
number of beds in acute mental illness wards and 
medium secure units in London. 

(Mrs Bottomley) The number of acute beds in 
London is around 4,000. That has been stable for at 
least the last five years. So far as the medium secure 
provision is concerned, the Committee will know 
that there was a report in the mid 1970s about the 
need for medium secure beds. From the mid 1970s to 
the end of the 1970s nothing whatsoever was done at 
all about this. I think 30 medium secure beds were 
achieved, so we reached 1980 with only 30 beds. Iam 
pleased to say that we are already up to 635 on our 
way to 1,000 nationally. In London there is a £20 
million programme. We already have 150 medium 
secure beds and a further 137 for the next two years. 
It is my view that there is a need for more medium 
secure beds, but so far as the general provision is 
concerned, I simply say to the Committee that I feel 
ever more strongly all the arguments I put to the 
Committee when I tried so strenuously to persuade 
the Committee on the importance of community 
supervision orders. The issue is how can we ensure 
that those who are in the community are more 
assertively involved in programmes for their care. 
Should the Committee take a further interest in it, 
there are some excellent projects, but we must 
replicate them and ensure that priority is given to the 
most severely mentally ill. Dr Geraldine Strathdee at 
the Maudsley hospital has an excellent assertive 
outreach scheme. The point of this—because it is 
related to the use of beds—is that by being much 
more vigorous in keeping in touch with those on her 
list she halved the use of acute hospital beds and 
diverted funds into community-based crisis and 
respite homes. She greatly reduced the number of 
suicides on her list, which as the Committee will 
know is always one of the real tragedies of severely 
mentally ill people. She developed a 24-hour 
community-based crisis service, halved readmission 
rates, reduced the length of stay, opened four new 
day care centres, but she did have a case register of 
patients. That is how you have proactive care that 
prevents crisis. The pathfinder scheme down in 
Wandsworth is another such scheme and again I 
have a great list of other initiatives. This year we shall 
be more vigorous in insisting that purchasing 
authorities in London look with a determined eye as 
to how they focus on the needs of the severely 
mentally ill with a more assertive approach. We have 
the supervision registers coming in on | April. We 
have supervised discharge as and when we can 
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achieve the legislation. We have the new guidance on 
the discharge of patients from hospital. I believe 
there is more to do, but we are now set fair to deliver 
the tightening up that is necessary. 


61. And will the resources to meet these come from 
the community care funds we were just discussing, or 
from another source? 

(Mrs Bottomley) Over the last year there has been 
a 10 per cent cash, 6 per cent real terms, increase in 
spending on mental health in the London health area. 
We estimate that about £500 million is spent. It is 
quite difficult to identify the figures because, as Mr 
Sims rightly appreciates, it is interrelated with social 
services spending, some housing spending and other 
special initiatives. There is the safeguarded funding 
for the extra medium secure beds. There is the 
increase of money for community care about which 
John Bowis will be seeing the directors of social 
services in London to be sure that with that very 
substantial increase—as I say, up to £123 million 
now going to London—proper priority is given for 
mental health projects. Also the Mental Health Task 
Force, with David King as the chairman now to be 
joined by Dr Peter Kennedy who is a psychiatrist, 
will be visiting each of the purchasing authorities in 
London to discuss their plans, to see whether they are 
giving proper priority to mental health services and 
to see whether they have the balance right. At a time 
when there has been such an increase in psychiatric 
nurses, psychologists and psychiatrists, the concern 
is that they are not sufficiently focused on the group 
of patients who are most in need. Forgive me, 
Chairman, I also announced last week that of the £85 
million for primary care, £10 million will be for 
mental health services. That is important, but I 
recognise that it is only one element in a great range 
of measures that are necessary. 


Tessa Jowell 


62. Do you accept that until the people who need 
to be in medium secure provision are in medium 
secure provision, then their needs which are so great 
are likely to distort the pattern of use of other mental 
health services? 

(Mrs Bottomley) Yes. 


63. Perhaps you will also accept this as a matter of 
fact. The South East London Health Authority 
knows that it needs 28 medium secure places for 
residents of south-east London. You are at present 
proposing that 75 per cent of the cost of these 
medium secure places should be derived from 
capitation funding. At something between £80,000 
and £100,000 per annum per place, you will realise 
the scale of burden that providing that medium 
secure treatment imposes on a purchasing authority. 
Will you now accept the recommendation of the 
Ritchie report that there needs to be an urgent 
increase in the number of medium secure unit beds in 
south-east London? Will you undertake to 
underwrite the cost of those beds? 

(Mrs Bottomley) To repeat, there were 30 medium 
secure beds in 1980. The Glancey report said in 1975 
that we needed 1,000 and nothing happened for that 
first five years. We are now up to about 635. There are 
150 in the London area and we are on course to have 
a further 137 in the next two years. Obviously I want 
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to make that happen as fast as possible. The overall 
capital cost of these places will be something like 
£100 million and that is being funded centrally. What 
Mrs Jowell is talking about is the revenue cost which 
I understand is more like £70,000 a year for a place. 
But that is rightly the responsibility of the purchasing 
authority. The purchasing authorities need to have in 
place a range of provision and where I agree with Mrs 
Jowell to begin with is that it is right that they must 
give these difficult patients the priority they deserve. 
What is so worrying about the Christopher Clunis 
case is that although there were any number of people 
who had been involved in his care, the fact that he 
was violent was either written out of the notes or 
resulted in him being ejected from a number of 
services. This was the story with Ben Silcock, that he 
attacked a worker at the day centre and therefore he 
was excluded from the centre. Whatever else mental 
health services provide, they must identify these often 
troublesome, difficult, challenging patients as one of 
their absolute priorities. When there is such an 
investment in a range of schemes, this must be an area 
that is given proper regard. Did Mrs Jowell make a 
point about capitation? 


64. I made a point about capitation. I take it that 
you are not prepared to underwrite the cost of the 
places that south-east Thames needs? 

(Mrs Bottomley) The Government underwrite the 
capital for the places, but it is not right in a National 
Health Service constantly to take things to the centre. 
They must be devolved to the purchasers, those who 
are responsible for the ongoing care of the patients. I 
will explain why, Chairman, and I think Mrs Jowell 
may feel some sympathy with this. She is extremely 
knowledgeable on these matters, but when 
something is a free gift there is always a danger that 
it is a distortion of the market. One of the issues that 
Mrs Jowell may know concerns the use of the special 
hospitals. They are not funded by the local health 
authority purchasers and there is often a suspicion 
that there may be financial advantage in securing one 
of those places, for the same reason that people used 
to send children to detention centres. Be that as it 
may—and we can discuss it on another occasion 
perhaps—it will remain the responsibility for the 
health authority to fund the revenue cost. One aspect 
which I shall ensure we look at is whether or not the 
capitation figure should have more regard to 
psychiatric aspects. 


65. And the need for medium secure places? 

(Mrs Bottomley) I have made that clear. We are on 
course to have our 1,000 and we want to achieve them 
as Soon as we can. 


66. In south-east London? 
(Mrs Bottomley) The 137 over the next two years. 


67. In south-east London? 

(Mrs Bottomley) I do not have the figure. But with 
£45 million going into this programme of medium 
secure places, this is a very large and necessary sum. 


Audrey Wise 


68. As well as the shortage of beds in the medium 
secure units, the Ritchie report also identified a 
shortage of beds in general psychiatric wards for the 
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population of the inner London area. Do you accept 
that? 

(Mrs Bottomley) The Ritchie report was essentially 
about the problems of co-ordination and 
communication among the different agencies and 
authorities in the care of Christopher Clunis. It was a 
catalogue . of missed opportunities, poor 
communications, notes not being filled in, notes not 
being sent on and no action being taken when he 
failed to show up to outpatients, when he left a day 
centre and when he left the GP. If ever there was a 
justification for our determination to introduce 
supervision registers from | April and for us to 
legislate for supervised discharge, which as you know 
I sought to persuade the Committee about more than 
a year ago, it was that report. I think I made the 
position clear. I recognise the need for the medium 
secure beds. That programme is in hand. The issue of 
the acute beds is the appropriate use of the acute 
beds. It is above all the ability to discharge patients 
into an assertive community programme where there 
is confidence that the patient will have contact 
maintained with him or her, such as I have described 
at the Maudsley with Dr Geraldine Strathdee or in 
Wandsworth with the pathfinder scheme. 


69. My question was do you accept the statement 
in the Ritchie report that there is a shortage of beds 
in general psychiatric wards for the population of 
London’s inner city area? I gather that the answer to 
the question basically is no, but since you have 
mentioned the catalogue of points in the Ritchie 
report, then I am bound to remind you—because 
undoubtedly you know—of the catalogue on 
paragraph 42.2.2. There was a shortage of important 
resources: beds in regional medium secure units (that 
we have dealt with) and beds in general psychiatric 
wards for the population of London inner city. Next 
is a shortage of a range of health service 
accommodation for those patients who require 
rehabilitation or for those patients who cannot cope 
in the community. Next is a shortage of a range of 
accommodation providing varying degrees of care 
and supervision for patients on discharge from 
hospital or patients who might otherwise relapse. 
Next is a shortage of sufficient numbers of doctors 
who are approved under Section 12 of the Mental 
Health Act and, lastly, there is a shortage of sufficient 
numbers of social workers trained and experienced in 
mental illness. Do you accept that list of shortages of 
important resources? 

(Mrs Bottomley) | accept that the central point of 
the report was about poor co-ordination and poor 
communication—a great number of people seeking 
to help him without working together effectively. I 
accept that we need to continue with our programme 
of increasing the number of medium secure beds and 
that the programme is already under way. Similarly, 
the use of acute beds has to be seen in the context of 
projects like Geraldine Strathdee’s at the Maudsley. 
The use of acute beds has to be seen in the context of 
why people are in an acute bed and what the 
alternatives are for them. The Mental Health Task 
Force led by David King will now visit every 
purchasing authority in London essentially to 
scrutinise their plans and proposals and to help them 
establish the necessary liaison with housing 
authorities, social service departments and to make 


sure that all across London there is a determined 
attempt to make sure that the balance is right. I am 
sure that in some parts of London the balance is not 
right: they have insufficient acute beds, perhaps they 
have put the money into community facilities or into 
another area of health spending. It is a question in all 
areas in mental health of having a proper balance. I 
shall be in a better position to report back on the 
steps that will be taken across London in the next 
three or six months when I have the report back from 
the Mental Health Task Force. 


70. And the shortage of social workers that I raised 
and the shortage of suitably trained doctors? 

(Mrs Bottomley) The Haringey question was 
particularly shameful. I am surprised that Mrs Wise 
wants to raise that because they were spending below 
their provision on social services, so that is a 
particularly unedifying example. With this very 
substantial increase in funding that I have made clear 
for London social service departments and very 
substantial extra resources now up to £123 million on 
the transitional grant, | am sure that the social service 
departments will themselves be wanting to make sure 
that they give proper recognition to mental health 
with that extra money. May I just report something 
else back to the Committee, Chairman? 


Chairman 


71. Yes, of course. 

(Mrs Bottomley) This time last week I was visited 
by the World Health Organisation leader in 
psychiatric services, Dr Sartorius. He came to visit 
me to say that he wished to speak to me and to the 
Chief Medical Officer because in his view the mental 
health services in this country were a model that 
other countries around the world should follow. I 
said at that time that if he came to see me on Friday 
Iam not sure that he would have put it quite the same 
way. To that he said that there is very often and in 
many countries a prejudice against mental illness. 
Any one incident triggers people’s latent prejudice 
about mental illness. I think it is important that we 
take stock as a result of this case and that we tighten 
up the care of the severely mentally ill, but I would 
not wish this case to be taken as a trigger to question 
the whole basis of care in the community and the 
development of services. 


Audrey Wise 


72. Secretary of State, I think that that is a quite 
unwarranted statement. Nobody on this Committee 
is taking the Christopher Clunis case as a trigger for 
anything. I have concentrated entirely on the Ritchie 
report’s list of shortage of important resources. Your 
evasive answers will be noted, but it is quite wrong to 
suggest that we are seeking to take a particular 
individual case as a trigger to rouse latent hostility to 
the mentally ill. 

(Mrs Bottomley) It is not my view that the 
Committee was seeking to do that. I was simply 
commenting on the case and the response to the case. 


73. In that case, it was not an answer to the 
question. 

(Mrs Bottomley) I can only answer it again. A £45 
million programme for medium secure beds, an extra 
£10 million directly to primary care, £123 million in 


16 MINUTES OF EVIDENCE TAKEN BEFORE 


2 March 1994 ] 


[Audrey Wise Cont] 
the special transitional grant going into personal 
social services and a programme to be sure that 
London health authorities are given the priority that 
is necessary, not to mental illness generally, but to the 
severely mentally ill particularly, and that involves 
being satisfied that they have the right range of 
provision whether acute beds, community services 
and liaison with general practitioners. 

Chairman: Mrs Mahon a very brief question and 
an even briefer answer please. 


Alice Mahon 


74. On acute psychiatric beds, given the 
recommendation in the Ritchie report, do you not 
think that at least you should stop closing down? 

(Mrs Bottomley) Psychiatric hospitals are not 
closed unless there are adequate alternatives in place. 
I would commend to the Committee, and to Mrs 
Mahon in particular, the example at Friern where 
there is a £50 million investment in establishing 78 
different community schemes of a great range of 
facilities. I visited some of them myself: £20 million 
on the reprovision at Claybury and so on. Mrs 
Mahon is absolutely right. There should not be any 
closure of psychiatric hospitals until alternatives are 
in place. 


75. Nor closure of acute psychiatric beds until 
there is something in their place. 

(Mrs Bottomley) There has been a steady number 
of acute psychiatric beds in London over the last five 
years running at about 4,000. 


Tessa Jowell 


76. Secretary of State, there were essentially three 
options that we understand you considered: a single 
site at St Thomas’s, a single site at Guy’s or a spread 
of services across two sites, the two-site option. Will 
you explain the reasoning behind the decision to 
choose the single-site option at St Thomas’s and 
relate this to three tests: cost, quality and patient 
access? 

(Mrs Bottomley) This was an extremely difficult 
decision which required a balanced judgment. The 
figures demonstrated very little difference between 
the two sites. Had the figures been clearer one way or 
another that might have had a great impact on the 
decision, but that was not the case. The split site 
option was cheaper in terms of capital, but it had a 
very substantial long-term revenue cost. Above all it 
was condemned by the clinicians at both hospitals. 
When the Minister went to visit both St Thomas’s 
and Guy’s, the doctors made it quite clear that to be 
a centre of excellence they had essentially to establish 
the services on one prime site. Having taken that 
decision, it was necessary to decide which was the 
prime site, and we looked at the factors. Again there 
are balanced views. This is not a décision where all 
the arguments are on one side. We took the view that 
St Thomas’s had the largest A&E department in 
London. It serves not only Waterloo station but 
Victoria station and all of Whitehall, an area which 
no longer had the services of the Westminster 
hospital, and it was a hospital which was strongly 
supported by the purchasers and, above all, by the 
police and London Ambulance Service. That was the 
basis upon which the decision was taken and was one 
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where we had impressed on us time and again the 
need to bring the uncertainty to an end. At the same 
time at Guy’s there is a great centre of learning, of 
teaching, of academic excellence with many 
extremely talented clinicians who, I have no doubt at 
all, will be leading those clinical teams, whether they 
are on the St Thomas’s site or the Guy’s site. The 
paediatric services, the genetic work, some of the 
imaging work at Guy’s is formidable. The decision 
on the site says nothing about the team which will 
lead that specialty on whatever premises. But the 
vision set out in Tomlinson and in my statement is to 
complete that task of establishing the centre of 
teaching, of research, in a multi-faculty college with 
King’s College, I hope joining them at the Guy’s site 
and continuing to provide a range of ongoing 
services for the local community. Cost was not a 
significant variable. What is a significant variable is 
that on a £172 million budget, already subsidised to 
the tune of £18 million this year and going up, it was 
necessary to take action. Whichever option we took, 
it was necessary to be satisfied on quality and that 
very much argued for the single site and speciality 
hospital behind the A&E. In terms of patients, the St 
Thomas’s option has a much larger local catchment 
population, that is why it was supported by 
purchasers. 


77. You took advice also from the chairmen of 
North West Thames, North East Thames and the 
two South Thames Regional Health Authorities. 
Can you tell us what their advice to you was? 

(Mrs Bottomley) We took a great range of advice 
and opinion. 


78. Specifically their advice. 

(Mrs Bottomley) I cannot tell the Committee what 
their advice was. I can tell the Committee that the 
opinions of a great number of people were divided. 
This is a decision which I would not want to conceal 
from the Committee at all. Opinions were finely 
balanced. It was a judgment. There is no secret about 
the fact that the figures were finely balanced, the 
opinions were finely balanced and it was a judgment. 
Some of the views expressed were partly given in 
relation to what was the perceived impact on other 
hospitals if such a decision was taken. But I can only 
quote to the Committee the remarks of the 
purchasing authority when Martin Roberts, the 
Chief Executive of SELHA, said that the 
announcement to centralise in-patient services at St 
Thomas’s hospital is the right one. He said that 
SELHA supported the single site in-patient option 
because it reduces the duplication of services and he 
made many other comments. The Member Kate 
Hoey had a letter in the Sunday Times last week 
where she outlined the arguments in favour of that 
option. I would not seek to deny that the arguments 
were finely balanced and there were arguments on 
both sides. 


79. Just so that the Committee is absolutely clear, 
let me just remind you of what the advice was that 
you received from the chairmen of the four Thames 
regions. The paper concludes that “it is in the 
interests of London as a whole, particularly north of 
the river, for the Guy’s site to be retained. Closure of 
St Thomas’ as a major provider would optimise the 
use of existing and committed development while 
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minimising the need for additional investment. The 
retention of St Thomas’ would be likely to compound 
difficult market circumstances in North Central and 
West London and to increase the likely capital 
investment required in North East London”. 

(Mrs Bottomley) Chairman, it is simply not the 
case that I. would ever publicly announce what was 
the advice that different people in the health service 


had given us. It is completely improper. The basis on. 


which people in the health service work together is 
not that every time they express a view that that will 
be made public. That is my simple reason for taking 
that view. There has been great co-operation and 
support throughout the health service on the need to 
address these extremely difficult changes. I respect 
that. As I say, the option was balanced, but what I 
would say to the Committee and to Mrs Jowell 
particularly is that had the decision gone the other 
way and if it is accepted that there has to be 
essentially a single site, is there more merit in it going 
the other way. The view we took was that this was the 
right option in the context of the need to address that 
£18 million and the desperate pressure from the 
people involved to bring an end to uncertainty and to 
build for the future. 


80. Secretary of State, that is— 

Chairman: I am sorry, Mrs Jowell, I am getting 
complaints from the other side because they also 
want to press on this particular question. 


Mr Congdon 


81. I appreciate the difficulty of coming to a 
decision over which site to choose. I noted some of 
the reasons that you gave. In such a decision, it is 
obviously important to consider the factors you did, 
the comments of the London Ambulance Service, the 
police and so on. You mentioned about costs that 
there was not much in it between the two sites. How 
much of that information is in the public domain? 
The reason I ask that is that given that we have in 
many respects a surplus of hospital plant, if I can use 
those terms in London, the bit that I find 
incongruous in general—I am not talking necessarily 
specifically on Guy’s and St Thomas’s because there 
is exactly the same issue on Charing Cross and 
Hammersmith—is that it seems odd to be 
relinquishing part of a site or a whole site and then 
having to invest large sums of capital to replicate 
facilities, unless the cost parameters in terms of the 
revenue savings are very significant in comparison 
with the capital cost. In his report Tomlinson 
dismissed the capital side. He said that any capital 
costs are so small relative to the revenue that they can 
be ignored. I have to say that I always thought that 
was somewhat cavalier. I would feel happier if more 
of that information was in the public domain to see 
what those parameters are. We know in the public 
sector that these things have a nasty habit of the costs 
of change being underestimated and the savings 
being the reverse. 

(Mrs Bottomley) Two factors are of great 
importance: first is certainly the long term revenue 
savings. It is precisely such a case where it is revenue 
driven—this year £18 million, next year £20 
million—the pressure of the purchasers wanting to 
get comparable value for money from these hospitals 
that they can get elsewhere. But the other aspect 


which made a major impact, which you may wish to 
speak of, is the real wish of the clinicians for the one- 
site option, the clinical coherence argument. The 
trusts’s original proposal was for a divided option. It 
was quite tempting to the holder of my office, had it 
been possible to fudge the issue. It was quite a 
tempting prospect, but it was treated with complete 
disregard by all those who advise us, by those at the 
hospitals involved, saying this is something you must 
make a decision on. Overwhelmingly the clinicians at 
both sites wished it to be their own site but, even more 
strongly than that, the argument put was that it 
needed to be the single site option for the long term. 
This change will take some considerable time to 
deliver. What was necessary was to give the strategic 
direction. This is not something that will happen 
overnight. It is still extremely complex establishing 
arrangements with King’s College, looking at the 
precise configuration of services and looking at the 
detail. Before any final arrangements can be made 
there has to be proper public consultation. At that 
time full information will be available for the public 
consultation. Meanwhile I have asked Sir Tim 
Chessells to have detailed discussions not only with 
King’s but with the special trustees and with the 
people in the trust. During that process I hope it will 
be possible for more of the detail of the information 
to be widely understood and accepted. 


Mr Duncan Smith 


82. To some degree you have answered my 
question, but if I could just finish with one matter to 
clarify things, in making the decision about which 
option to go for, would it not be fair to say that in 
balance there were enough opinions for and against 
on two of the major options, moving to one or the 
other site? Do you feel satisfied that, had you made 
the decision for the other site, you would be having 
the pressure in much the same amount from those 
who had wished you had moved to the other site? 

(Mrs Bottomley) It was one of the most difficult 
decisions we have ever had to take. We considered it 
very long and very hard. We wished, as we looked at 
more figures and more details, that there was a simple 
answer. We wished that the balance could have fallen 
either way more clearly, but it was our judgment 
ultimately that to close the largest A&E department 
in London—one with such good access, one so 
strongly supported by the London Ambulance 
Service, one serving such a central part of the country 
with two major stations and all of the Whitehall 
area—would have been the wrong step to take, unless 
there was overwhelming alternative evidence on that 
front. But we knew that difficult though the decision 
was, if we believed in the cause of a state of the art 
medical school, if we wanted to concentrate the 
teaching of the nurses with the doctors, many of the 
principles set out so clearly by the Dean, Cyril 
Chantler, we needed the concentration of one site for 
the acute hospital and the other site essentially as the 
centre of education and learning. This is the vision set 
out in Tomlinson, one warmly supported. It is our 
view that out of that change we want a better hospital 
and a better medical school and state of the art 
research. A fudge would not have achieved that 
better long-term outcome. 
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83. You indicated that costs were not a significant 
variable. Are you entirely satisfied that the 
information on costs which you received and studied 
were of the highest quality? I ask because it has been 
suggested to me that the information provided by the 
trust and those who produce the information was 
perhaps not entirely impartial. 

(Mrs Bottomley) I do not accept that. The trust 
worked under some false assumptions because they 
were anticipating that the neurosciences would come 
to the St Thomas’s/Guy’s Trust, whereas our 
decision was that neurosciences should go to 
Denmark Hill, to King’s because of the very strong 
recommendation in Tomlinson and in the research 
reviews that the Maudsley is a world centre of 
excellence. The consolidation with neurosciences on 
the other side of Denmark Hill, meant we would have 
not only a national but an international resource. 
Throughout our changes in London we have been 
determined not only to improve services for patients, 
which we have talked about a lot today in this 
Committee, but also to make sure that research and 
education are given the recognition they need. There 
were some faulty assumptions in the Trust’s 
document. We then took lengthy consideration over 
the detail, scrutinised the figures and arrived at a 
situation where, almost bizarrely, there was so little 
in the different options. 


Tessa Jowell 


84. Does your calculation about the costs of the St 
Thomas’s option include returning the charitable 
donations which may be requested by the Imperial 
Cancer Research Fund and the National Kidney 
Research Unit, and the other charitable donors who 
contributed £48 million to Philip Harris House? 

(Mrs Bottomley) The chairman of the London 
Implementation Group, Sir Tim Chessells, is now 
having discussions with the Special Trustees as well 
as the Trust Board and King’s College on the use of 
the site at Guy’s generally and particularly of the new 
building there. I would say that I received a letter 
from Philip Harris who himself said that while he was 
disappointed about the decision that it was not the 
Guy’s site, he remains convinced that the single site 
option is right and he recognises the arguments for 
the St Thomas’s site. I hope that the other trustees 
and those other contributors will feel the same way. 
We anticipate that 70 to 80 per cent of that new 
building will be used for the purposes for which it was 
intended, but we need to have detailed discussion 
with the different people on _ the precise 
arrangements. The two organisations that Mrs 
Jowell mentioned I hope will feel that they can 
participate in that future vision for the Guy’s/St 
Thomas’s Trust because what it will mean is that the 
Guy’s/St Thomas’s Trust will truly be stronger and 
better prepared in terms of research and training and 
everything that they stand for for the future. There 
are many options for the use of their resources and 
the projects that they particularly supported. 


Rt HON VIRGINIA BOTTOMLEY, RT HON DR BRIAN MAWHINNEY 
AND MR Bos NICHOLLS 


[Continued 


Mr Bates 


85. With your permission, Secretary of State, given 
that you have been answering questions for about 
two and a quarter hours, I would put a few factual 
questions to Mr Nicholls, Chief Executive of the 
London Implementation Group, because my 
question particularly relates to the transitional 
arrangements. One accepts that you can analyse the 
problems, which is being done, you can have a clear 
idea of what the solution is, but you need to get there 
and that will involve some difficulties and some 
challenges. I wonder whether Mr Nicholls could 
outline what he thinks they are. 

(Mr Nicholls) With my Secretary of State’s 
permission, Chairman, as well as yours, yes. When 
people in Oxford ask me why I took on this challenge 
and how I am feeling, my answer is that I am feeling 
exhausted and exhilarated in equal measure. The 
exhilaration is because I still believe this has to be 
done and is worth doing. Many of the questions that 
the Secretary of State responded to indicate that I 
believe we can make better use—and as a manager I 
am quite happy to say that again—of the resources 
that are available in London. We can enhance 
primary care. The challenge, which your question 
addresses, is to build up those primary and 
particularly the intermediate care facilities the 
Secretary of State referred to for the elderly and the 
mentally ill at a pace that allows us to make the very 
necessary changes in the acute sector. I have to 
welcome both the special money that has come in to 
primary and community care in the first two years of 
this programme, which is five years. There is a public 
perception that this is all going to happen overnight. 
The Secretary of State said that it cannot. It must be 
a build up of primary care facilities to match the 
changes in the acute sector. But if we do not start the 
programme of change in the acute sector and get on 
with that, then being able to sustain and build up the 
primary and community care facilities will be that 
much more difficult. The other difficulty we have— 
and we had this problem in answering the Select 
Committee’s questions before, we will try to be better 
informed next time we are invited as an executive 
group—is on the detailed information. Some of your 
questions have been about that this afternoon: what 
impacts on what and what schemes are going to be 
the most successful in transferring care. That will be 
my other area of challenge and I welcome the 
involvement of the Research Director in trying to 
evaluate some of the things which are very 
innovative, very experimental but very worthwhile 
that we are beginning to take on. 


86. Can I ask you a specific example? If we look at 
the situation of Homerton, can you tell us what steps 
you will take to ensure that the quality of 
management and care is maintained at Homerton, 
now that its link with Bart’s has been broken? 

(Mr Nicholls) It is very important that all those 
facilities that we are building up where the 
population centres are—and Homerton is a 
particularly good example—have both strong local 
management and strong non-executive support. We 
have been very fortunate in securing Dr Shelley 
Heard who was a Bart’s consultant but is now the 
UGM of the Homerton hospital. It will not be a 
fourth wave trust, as you know, but we hope it will 
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make it for the fifth wave, but it will have to go 
through the normal processes. The other important 
thing is the links with the academic centres. I would 
hope very much that we would have joint 
appointments of clinicians at the Homerton with the 
new Bart’s London medical school which is 
associated with Queen Mary’s college. There are 
signs of that building up. Again we need time, we 
need investment. We have promised that there will be 
an investment in the Homerton starting with the 
mentally ill services and it will follow through for the 
A&E and general acute services in the next few years. 
So it is a question of resources, but also of competent 
management and clinical linkages with the academic 
centres. 

(Mrs Bottomley) I could not resist saying that Dr 
Shelley Heard is an extremely impressive manager of 
that hospital. Shortly after our statement before 
Christmas, I went at ten o’clock at night to visit the 
Homerton hospital to see the pressure they were 
under in their A&E department. Like the best chief 
executives, even though she had been given only half 
an hour’s warning, she very kindly took me round 
and showed me what was happening. It was the best 
of health service management and leadership. I 
sometimes think that health service managers have 
had a bit of a knocking over the past year. When it is 
done well, it is done very well indeed. There was 
somebody taking real responsibility and ownership 
for a hospital in a difficult part of London and seeing 
real opportunities. As Mr Nicholls has said, the 
Homerton hospital will be receiving substantial new 
investment, so that we really are providing for the 
health care needs of tomorrow’s Londoners, not 
yesterday’s. 


87. Given that you have had 90 seconds break in 
that section, Secretary of State, I should now like to 
ask you some points of information. Can you tell us 
how many acute beds are available according to your 
figures at present in inner and outer London? 

(Mrs Bottomley) I believe that there are 11,700 
acute beds in inner London. 


88. And how many beds will there be when Bart’s 
and Guy’s are no longer functioning as acute 
hospitals? 

(Mrs Bottomley) The precise detail of the beds will 
be subject to the public consultation exercise when 
the detailed plan is set in hand. I made it clear in 
response to earlier questioning that we do not 
envisage reducing beds by the 5,000 outlined in the 
King’s Fund or the up to 3,000 in Tomlinson, but it 
was our view that the figure of 2,500 set out in 
Making London Better was a more appropriate 
figure. Clearly those will come from a great number 
of hospitals around London, but there will 
be significant numbers both from the 
St Bartholomew’s/London Chest/Royal London 
configuration and the Guy’s/St Thomas’s one, but I 
would not want to give precise numbers yet because 
that will be the subject of the preparation of the 
document for public consultation. 


89. May I have the figure again—I am sorry | 
missed it there—of the number of beds you said you 
were going for in Making London Better? 

(Mrs Bottomley) The figure is 2,500, over five 
years. 
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90. Do you have any factual evidence which 
suggests that by reducing the number of acute beds 
by 2,500, that will be sufficient to meet the health care 
needs of Londoners into the future? 

(Mrs Bottomley) It is a modest figure rather than 
excessive, for example in relation to the King’s Fund 
figure of 5,000 over a slightly longer time period. But 
it has within it some flexibility within full reach of the 
examples we have given at the moment. There will be 
public consultation and, above all, it depends on 
what the purchasers believe is the right way of 
securing the health care needs of their local 
population. It is really now for the purchasers and the 
trusts involved to decide what is the balance of 
provision that they believe they can support this year 
and next year and also some way into the future. 
Those are the discussions that are taking place at the 
moment. 


91. In that case I will go straight to the factual 
point on which I have been asked to get some more 
information. Can you provide the source and year of 
the figure for inner London beds being 11,700? 

(Mr Nicholls) In 1992-93, from the Department’s 
normal statistical returns, SD2 I think is the form. 
We could supply that for the Committee. 


92. Can you be more specific? 
(Mr Nicholls) Not without looking it up. 


Rev Martin Smyth 


93. I was slightly puzzled earlier, Secretary of 
State, with your answer—and I recognise the 
difficulty—of getting London purchasers to purchase 
outwith London, but I thought that was part of the 
new market forces where you purchase for quality 
and value for the benefit of your patients. But can I 
take it to the other side, what quality or what 
quantity has been given to those outwith London 
who will come to London for the special services that 
are available because of the tremendous resources of 
research and development within London? Have we 
been calculating the number of beds primarily on the 
needs of inner Londoners rather than also the nation 
as a whole within London? 

(Mrs Bottomley) The way the health service is 
funded now is not that it goes to the host districts 
which have their agenda dominated by individual 
institutions, many of which have a great history and 
were established at a time when the use of hospitals 
and the pattern of hospitals all over the— 


94. I understand all that. 

(Mrs Bottomley) Now the money goes to the 
purchaser and they of course will secure services 
which meet the needs of their local GPs above all. It is 
the process of purchasing and seeking the agreement 
and the support of local GPs. There will continue to 
be some who, for particular reasons, wish to travel to 
London to be seen. But more than that, what we will 
see is the development of the research teams and the 
medical schools and the students creating 
partnerships with hospitals in the whole of the 
Thames region. Many of the doctors will no doubt go 
to see their patients in many of the outlying hospitals, 
albeit that their medical school is in central London. 
But I am sure that the Committee will be aware of the 
old style consultant who would say that we are 
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running out of teaching material, with the idea that 
patients should come to London— 


95. That was the very point I was making when I 
was puzzled with your earlier answer, because inner 
London purchasing authorities could be going out to 
buy services outwith, but because of the residual 
quality of specialist services in London there will be 
those from the rest of the nation who will be wanting 
to purchase services here. I am asking what quality of 
thought was given to the number of beds required in 
London for such services? 

(Mrs Bottomley) There are a number of 
mechanisms in place which support the necessary 
specialist services. For example, the SIFTR, service 
increment for teaching and research, about £167 
million comes to London for that. There is special 
support for some of the specialty services. I could 
give you a list, if you like, of the supra-regional 
specialty services across London that effectively 
receive central funding to safeguard those services. It 
is the case that the health service is a managed 
market. There will continue to need to be some 
strategic intervention. There needs to be some ability, 
for example, to safeguard intensive care. There is an 
interdependency within the health service and that is 
something that within a managed market will 
continue to be taken in hand. 


Tessa Jowell 


96. I have just a specific question, Secretary of 
State, about the deliberations on the future of the 
A&E department at Queen Mary’s Roehampton. A 
very quick quote from the press release, which was 
issued by the Wandsworth Health Authority on 15 
November, says, “Already the level of 24 hour cover 
in key specialties at some hospitals, including Queen 
Mary’s, falls some way short of what is desirable’. I 
understand that the A&E reference group were 
considering the future of the Queen Mary A&E 
department as part of the considerations about the 
location of other A&E departments in west London. 
I also understand however that at a subsequent 
meeting of the A&E reference group the group were 
told that we have been told to lay off Queen Mary’s 
Roehampton until after the local elections. Did you 
or any of your Ministers issue such an instruction to 
the A&E reference group? 

(Mrs Bottomley) Chairman, the situation is that 
the change taking place in central London is quite 
sufficient for the time being. We do not know what 
will happen when we look ahead to some of the 
outlying areas. There have been a number of 
examples where we have taken the view that it is 
important to let the market settle a little before longer 
term decisions are taken. Throughout South West 
Thames there are a whole number of examples—all 
round Epsom, Chertsey and Ashford—where there 
have been proposals that there should be significant 
further changes. It is our view that greater stability is 
required before the whole of the south of England 
thinks that it is time to go into a kind of spasm of 
change or a state of perpetual change. That is a well- 
supported hospital. They are already setting in hand 
a number of cost improvements and we have made it 
clear that there should be no further significant 
changes until other matters in London— 
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97. In other words, until the local elections? 
(Mrs Bottomley)—until other matters have had 
longer to settle down. 


Audrey Wise 


98. We need to be clearer about arrangements for 
the Special Health Authorities. You have 
commissioned two studies of the impact of new 
funding arrangements on research, one was by 
CASPE Consulting Limited. You have said that you 
will meet the SHAs excess costs in line with the 
CASPE analysis for 1994-95. From paragraph 89 of 
your document, I think that amounts to about £100 
million and that that will go to the SHAs. Can you 
tell us how that will be done? Will it be to individual 
hospitals on an historic basis, or how? 

(Mrs Bottomley) It is not every Health Secretary 
who has a distinguished medical researcher as the 
Minister for Health. As that is the case, Dr 
Mawhinney will answer this question. 

(Dr Mawhinney) The new funding arrangements 
include almost £200 million not £100 million. 


99. I was coming to the other bit in a minute. 

(Dr Mawhinney) They still total almost £200 
million. The Special Health Authorities were set up 
as special health authorities to safeguard the 
excellence of their research base. So when we came to 
judge how they should go into the market, I met the 
chairmen of all the SHAs and we agreed that as a 
preliminary to deciding a funding regime we should 
independently test the quality of their research today. 
That was undertaken by Sir Michael Thompson, as 
the Committee probably knows. CASPE were 
invited to come up with a formula which sought to 
identify the extra costs to the Special Health 
Authorities of doing excellent research. We looked at 
a number of ways of trying to come to that formula 
and finally decided to accept the CASPE formula. 
We have introduced the new arrangements from 
April for those who are to become trusts over a four- 
year period and the central funding will come via a 
contract with the Management Executive. 


100. I am still not quite clear. Does that mean that 
the money will be divided among the various 
individual hospitals on an historic basis or on a basis 
of a new evaluation? 


101. On the basis of the research evaluation. That 
is why the research evaluation was done in the first 
place. The Committee will want to know, that we 
have instructed that a steady state system should 
pertain in the first year. 


102. Is this CASPE formula on public record? Iam 
not asking for it now, just whether it has been 
published or could you send it to the Committee? 

(Mr Nicholls) The basis was published in an EL to 
all authorities and included the CASPE excess costs 
and the system that the Minister has described. 


103. So it is a matter of public record which the 
Committee can obtain? 
(Mr Nicholls) Yes. 


104. Thank you very much. In April 1994 the 
Special Health -Authorities, such as the Great 
Ormond Street Hospital for Sick Children, will enter 
the National Health Service market as trusts. Will 
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purchasers be expected to make contracts with these 
trusts based on historic patterns of care or will there 
be a completely free market on 1 April? 

(Dr Mawhinney) 1 have already answered that 
question by stating that there will be a steady state 
funding arrangement for the first year. 


105. So that is an instruction to purchasers? 
(Dr Mawhinney) That is what I have said. 


106. I took your answer to be about the extra 
research money. What will happen after that? How 
will you ensure that? Have you instructed the 
purchasers specifically as to how they make the 
purchases or quite how? It strikes me as a little 
difficult in a purchasing arrangement. 

(Dr Mawhinney) It is an intervention by the centre 
in a purchasing arrangement to ensure that the 
steady state is maintained in the first year and 
thereafter there will be a transition period which will 
have the effect of moving the proportion of the 
income of the trusts that is protected by central 
funding—which is, as I said earlier, related to the 
excellence of their research—and that will slowly 
decline over the three-year period. By year four in all 
cases it will be less. In other words, each of the trusts 
will have to attract a somewhat larger proportion of 
their income from the market with each passing year 
and, as the Secretary of State has previously told the 
Committee, we would expect by the end of year four 
to have in place new, broader, national research 
arrangements. As Mrs Wise asked about Great 
Ormond Street, perhaps she would like to know that 
under the arrangements, 80 per cent of the funding of 
Great Ormond Street in the first year will come from 
the central fund and by the fourth year that will have 
decreased to 69 per cent. So even in the fourth year 
Great Ormond Street, because of the excellence of its 
research, will still be receiving more than two-thirds 
of its funding through the central grant. 


Alice Mahon 


107. I am just a little bit worried about what 
happens after the fourth year. Can you tell us, for 
example, would you be willing to allow the market to 
determine immediately that the Royal Marsden or 
the Royal Brompton, for example, would close for 
lack of contracted work after the transitional period? 

(Dr Mawhinney) What the Secretary of State has 
already told the Committee and what I have just 
confirmed, but I will confirm again, is that in line with 
what Professor Tomlinson recommended, in line 
with what we said we would do in Making London 
Better and in line with all of the expert medical 
research advice that we are receiving from all over the 
country, there is a need to look at the possibility of 
establishing a fairer system of the funding for medical 
excellence in research right across the nation. We 
have started to see whether we can draw together ina 
coherent way that is fair and reasonable the funds 
that might make such a scheme possible. We are in 
the reasonably early stages of that. There has to bea 
good deal of consultation and that has already 
started because it has, by definition, to be a scheme 
that will command widespread support in the 
medical research fraternity. That is why I went 
further than all the chairmen of all the Special Health 
Authorities asked me to go in the funding regime 
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over the first four years, not only to safeguard their 
transition into the market—remember they are 
where some of the most excellent research in the 
country is being conducted—and, secondly, to give 
plenty of time to see whether it is possible to develop 
this broader regime which is widely welcomed in 
principle, but carries with it a lot of complications 
which will need to be addressed. 
Alice Mahon: And indeed risks. 


Rey Martin Smyth 


108. When the changes in London’s health service 
have been completed, how many undergraduate 
teaching hospitals do you envisage in London? How 
many places will they offer for undergraduates 
compared with the present? 

(Mrs Bottomley) We have no anticipation of a 
change in medical student numbers in London. That 
is set out in Making London Better. The London 
Implementation Group works not only with 
ourselves, but with the Department for Education 
and with my colleague John Patten. But we are 
extremely encouraged by the movement towards 
multi-faculty colleges as set out in the Tomlinson 
report: not only University College Middlesex 
joining with the Royal Free, St Bartholomew’s and 
the Royal London Trust joining with Queen Mary 
College, but the work with St Mary’s, already with 
Imperial, joining with the Charing Cross and, we 
hope, with the RPMS. St George’s now anticipates 
that it will become part of a multi-faculty college in 
the foreseeable future. We see those four multi- 
faculty colleges with St George’s as providing an 
excellent basis for teaching for the future. 


109. Does that mean that there has been a change 
from the recommendation of Tomlinson or have you 
thought there should be a reduction of 150 
undergraduate places? 

(Mrs Bottomley) In Making London Better we 
made clear that we had no anticipation of a change in 
numbers of medical students. 


110. Is there any suggestion with the demand for 
more doctors according to the reduction of junior 
doctors’ hours that there would be an intake outwith 
London, a new school or anything of that nature 
developed? 

(Mrs Bottomley) There is the Campbell Committee 
on medical manpower which has been considering 
the question of numbers. Without wanting to be held 
to my words, I would predict that there will be an 
expansion of numbers in other parts of the country. 
We have many excellent medical schools all across 
the country, Southampton, Manchester and others. 
Some 40 per cent of the medical students are trained 
in London. This is a very high number and in my 
capacity as Secretary of State for the National Health 
Service I think if expansion was to take place, there 
are a great number of places where it could do so. 


Mr Whittingdale 


111. Secretary of State, I think you would 
probably accept that we have not perhaps been as 
successful as we might be in explaining to Londoners 
and the wider country why the changes in London 
are necessary and the benefits which will flow from 
them. Can you say something about what you intend 
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to do to correct that and to get across the more 
positive features of these changes? 

(Mrs Bottomley) The challenge is very great. It 
concerns me—ever it was  thus—that the 
misinformation can easily travel faster than the 
information. I recognise that in the National Health 
Service people have a special attachment to 
institutions. Therefore the need for change has to be 
explained. Strikingly in this process we have secured 
support and co-operation from the leaders of the 
medical profession, from the leaders of the academic 
profession, from the nursing professions and from 
GPs which I could not have anticipated. Much credit 
goes to Sir Tim Chessells and to the London 
Implementation Group for establishing that 
coalition. Those within the National Health Service 
in London accept the central point put by Sir Bernard 
Tomlinson that no change is no option. I think that 
is what the Leader of the Labour Party said, but what 
Bernard Tomlinson said was that the alternative was 
a spiral of decline. We have endeavoured by the usual 
means to get the message over, whether by being 
available at meetings, by doing phone-ins on LBC 
and other means, but above all we have to look to 
people within the health service to act as leaders to 
explain their changes. I understand that there are 
some who are arguing very strongly that we should 
try to take that further and take a more vigorous 
approach to informing Londoners. 


Mr Congdon 


112. Have you any estimates now of the number of 
staff likely to be affected by these changes, both in 
terms of reductions in staff involved in secondary 
care and presumably some increases involved in 
primary care? 

(Mrs Bottomley) Precise figures are rather like the 
precise figures on beds. This information has to await 
the publication of the detailed plans and proposals. 
We set up the clearing house to try to broker changes. 
Again, from the rest of the health service, there has 
been a willingness to use the clearing house to see 
whether people coming through would be happy to 
move to other parts of the country. We will 
endeavour to ensure that people are redeployed 
wherever possible, but it is not possible yet to give 
precise details because it is so closely related to the 
detail of the changes generally. 


Audrey Wise 


113. What is your estimate of the total costs of the 
current exercise to realign hospital services in 
London? 

(Mrs Bottomley) Obviously there is the extra £43 
million we put into primary care last year. There is 
the £85 million going this year into primary care and 
those are necessary sums to secure the changes. The 
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Committee has always been anxious that we should 
not take forward other changes without the 
investment in primary care. The London 
Implementation Group has cost £2 million in terms 
of helping to secure the strategic changes. There area 
great number of capital schemes under way. I do not 
know whether Mrs Wise wishes great numbers of 
them to be mentioned, but St Mark’s going to 
Northwick Park is costing about £5 million, the 
London Ambulance Service will cost about £21 
million in two years. The King’s A&E is about £8 
million, Lewisham about £23 million, the Homerton 
development £25 million, but these are necessary 
investments in establishing London as a centre of 
excellence in teaching and research and providing 
high quality patient care. 


114. Are there any costs, for example, in relation to 
redundancies or relocation of staff? 

(Mrs Bottomley) No doubt there will be such costs. 
At present they are not out of line with the kinds of 
changes taking place in other parts of the country. 
But inevitably when there is a strategic shift in the. 
delivery of health care, people’s jobs change. We used 
to have 150,000 people in long-stay psychiatric 
hospitals. I was grateful that Mrs Wise said she was 
not advocating returning to that situation. But as 
those numbers came down, so also inevitably jobs 
were lost there as other jobs became available in 
other parts of the health and welfare services. So also 
the changes in London will mean changes in jobs, 
more employment in other parts of the country and 
more employment in the community. 


Chairman 

115. On behalf of the Committee, Secretary of 
State, Minister, Mr Nicholls, thank you very much 
indeed for coming before us this afternoon. It really 
has been a marathon session, nearly three hours of 
questions and answers. We are most grateful to you 
for giving us such full and frank replies to our 
questions and for keeping us in touch with what is 
going on in the Department on this important issue. 
We much appreciate your time here this afternoon. 

(Mrs Bottomley) May | leave you with a comment 
sent to me by the Chairman of the BBC talking about 
change in the BBC and change in the National Health 
Service. He sent me a speech he wrote, paraphrasing 
Edmund Burke. He said, ‘““Those who would carry on 
the great public schemes must be proof against the 
most fatiguing delays, the most mortifying 
disappointments, the most shocking insults and, 
worst of all, the presumptuous judgment of the 
ignorant on their designs”. Thank you for being so 
knowledgeable while discussing our designs. 

Chairman: Thank you very much indeed. 
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